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ABSTRACT 
PHILOSOPHICAL INQUIRY INTO THE FEASIBILITY OF UNITING 
NURSING EDUCATION AND NURSING PRACTICE UNDER THE 
FLORENCE NIGHTINGALE MODEL 
September, 1987 
Barbara Ann Giguere, B.S., Worcester State College 
M.S., University of Connecticut 
Ed.D., University of Massachusetts 
Directed by: Professor David F. Schuman 
As nursing prepares to enter the ninth decade of this 
century, much has been accomplished in its drive toward 
full professional status. And yet, the profession today is 
still conceptualized by society as subservient to medicine 
and lacking in an autonomous service to offer the consumer. 
Four reasons emerge from nursing's history which are 
seen as responsible for the profession's lack of autonomy: 
1) its perpetual alliance with medicine, 2) its employee 
status within established institutions, 3) its educational 
system and 4) its lack of a unified educational and 
practice framework. Although all four of these factors 
bear responsibility for nursing's lack of autonomy, the 
last one is seen as the critical element which could 
provide the basis for professional autonomy. The problem 
that this study addresses from a historical and 
philosophical perspective is why nursing has not yet 
achieved a unified theoretical framework from which to 
educate its members and direct its practice. 
v 
Many social. economic and political issues have 
affected nursing's inability to agree upon a unified 
framework. History reveals a discipline whose members are 
isolated from each other socially and intellectually. A 
sex—segregated occupation, emerging from a narrow, 
vocational training to three different levels of 
preparation, functioning in a paternalistic society and 
practicing in an economically motivated, medically 
dominated environment can hardly be expected to be creative 
and scholarly while engaging in the pursuit of theory 
development. 
Nightingale's model, which is the prototype for all 
contemporary models is presented , critiqued and modernized 
in an effort to direct and define the profession. A 
philosophy and an assessment tool is provided to guide the 
education and practice of student nurses at one 
institution, Worcester State College. 
Recommendations for further study include a schematic 
representation of the modernized Nightingale model as well 
as subjecting the theory to the rigorous testing of 
inductive research. 
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INTRODUCTION AND OVERVIEW 
BACKGROUND XH£ STUDY 
As nursing prepares to enter the ninth decade of this 
century, much has been accomplished in its drive for full 
professional status. Past efforts to mandate the 
baccalaureate degree as the entry level of practice for 
professional nursing with the associate degree as the 
technical level are about to be realized. Nursing 
education is moving toward an integrated curriculum in 
order to prepare practitioners who can promote health and 
maintain wellness in response to the public's demands for 
health. Standards of care, care planning and quality 
assurance are familiar themes in undergraduate curricula 
and nursing research has achieved great strides in 
developing bodies of nursing knowledge upon which to foster 
practice standards. Nurses are slowly beginning to awaken 
to their own potential in the establishment of goals for 
the profession. 
And yet, because professional nursing has developed in 
such close proximity to medicine, it is still 
conceptualized by the general public as subservient to 
medicine and lacking in an autonomous service to offer the 
consumer. Nursing has not significantly developed nor 
expanded its own practice because it has not clearly 
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articulated just what that practice is. Since Florence 
Nightingale first established the discipline of nursing, 
the development of a unique knowledge base has been an 
agonizingly slow process. As its founder, Nightingale was 
one of the first to define nursing as .... "an art .... 
requiring an organized, practical and scientific training" 
and she identified basic principles inherent in nursing 
such as .... "creating those conditions in which the 
restoration and preservation of health and the prevention 
of disease could be achieved" (Nightingale, 1882, p.1043). 
Since then, nursing definitions have fluctuated throughout 
the years. Given this dilemma, how can a profession be 
considered autonomous without a specialized skill or 
service to offer the consumer? 
SIGNIFICANCE QF 1H£ STUDY 
A profession in general terms is thought to be one 
which is educated to provide an essential service to others 
and as such, possesses a unique skill different from any 
other discipline. Nursing, since the death of Florence 
Nightingale, has not been able to succinctly define that 
which makes its practice unique. Moreover, a definition is 
difficult to achieve within any profession whose members 
cannot reach consensus with regard to its purpose and 
practice goals. Subtly intertwined with those social. 
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political and economic factors which have shaped the 
development of the profession of nursing are the multiple 
theoretical frameworks which were the direct result of 
nursing's struggle to define itself and which have 
ultimately resulted in a confusion of purpose among its 
members and those recipients of that service - society 
itself• 
Mundinger (1980) has postulated possible reasons for 
nursing's failure to define itself in the following ways: 
1. Nursing's close alliance with the medical profession 
which has over-shadowed its practice goals and outcomes, 
2. Nursing's employee status within established 
institutions which has resulted in situations where nursing 
services were unavailable for initial and direct contact 
with consumers of care, 3. Nursing's educational system 
which has in the past resembled an apprenticeship mode 
rather than one of internship and 4. Nursing's 
interventions which are more subtle than other professional 
services and whose theoretical foundations are grounded in 
disciplines other than nursing. Although all four of these 
reasons might bear responsibility for nursing's inability 
to achieve full professional status and will be discussed 
in subsequent chapters, only the last three are likely to 
change. Nursing's alliance with medicine must remain 
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constant to some degree in order to ensure the best and 
most appropriate health/illness care. 
Florence Nightingale understood this relationship 
between nursing and medicine which she saw as collegial. 
While medicine assists nature by active , invasive 
therapies, nursing's role was perceived as one of "putting 
the patient in the best condition for nature to act upon 
him" (Nightingale, 1899, p.74). Nightingale envisioned 
nursing as not only caring for the sick but as taking an 
active role in health maintenance as well. "The same laws 
of health or nursing, for they are in reality the same, 
obtain among the well as among the sick" (Nightingale, 
1899, p.5). Her lifelong belief that the preservation of 
health was of paramount importance to the profession of 
nursing is reflected in one of her dry, humorous queries 
.... "Did nature intend mothers to be always accompanied by 
doctors" (Nightingale, 1899, p.5)? 
Nightingale ultimately gave nursing a definition, scope 
of practice and the direction for an educational system 
which could have produced autonomous practitioners had it 
remained administratively and financially independent of 
institutional influences. However because of social, 
political and economic reasons, it did not. Her laws of 
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nursing laid the foundation for education, practice and 
research and yet, as the nursing profession grew in 
popularity and finally became established in the United 
States, the first schools of nursing were attached to 
hospitals and were neither administratively nor financially 
independent (Donnelly et al. 1980). It took nearly five 
decades before nursing would realize that if the profession 
were to stand beside medicine as a full and equal partner 
in health care, it would need a specialized body of 
knowledge upon which to base its practice. 
Since Florence Nightingale first established the 
discipline of nursing, the development of a knowledge base 
formulated upon her laws of nursing and health has not been 
achieved. Despite the efforts of nurse theorists to 
provide a framework for the profession, a unified 
educational and practice theory has not been realized. 
Rather, these efforts have culminated in the proliferation 
of multiple theories, many derived from other disciplines 
such as medicine, psychology and sociology. These events 
have created confusion for practicing nurses who have been 
educated under the philosophies of differing conceptual 
models. How can a profession be unified and autonomous 
when its members cannot articulate its purpose or agree on 
the way its special skills are to be applied? 
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Today, it is important not only for nurses but for 
consumers of care to be able to identify just what nursing 
therapy is. Nurses must define a scope of practice that is 
unique and see that it is incorporated into the legal 
definition of nursing practice everywhere if autonomy is 
ever to be realized. There is a need for legislation 
beyond that which already exists that will delineate 
specific nursing interventions so that they can be provided 
legally, be recognized as a privilege of the profession and 
be reimbursed accordingly. This goal will be more easily 
achieved when nursing unites its education, practice and 
research efforts under a unified theoretical framework. 
PROBLEM QF TH£ STUDY 
The problem that this study will address then, is why 
nursing has not yet achieved a unified theoretical 
framework from which to educate its members and direct its 
practice. Since many nurse theorists seem to agree on what 
nursing should be and what nursing is supposed to do as 
defined so long ago by Florence Nightingale, it seems 
entirely appropriate to explore and evaluate those factors 
that have served to influence the profession^ quest for 
unity of purpose and autonomous practice. 
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PURPOSE AND OVERVIEW OF THE STUDY 
The purpose of this study will be to explore the 
feasibility of unifying nursing education and nursing 
practice under the conceptual model of Florence 
Nightingale. A methodology that is historical in design 
and philosophical in nature will be utilized in order to 
determine the model's usefulness and applicability to 
nursing education and nursing practice as it exists today. 
Chapter One analyzes the profession of nursing as 
established by Florence Nightingale in a historical 
perspective with special emphasis given to those social, 
economic and political factors which have influenced its 
growth. Nursing's evolution in the United States from the 
Civil War to the 1970s will also be discussed, focusing on 
those efforts to define a scope and practice through the 
development of theoretical models to guide education, 
practice and research. 
Nursing practice and education in the 1980s deserves a 
chapter of its own because of the very special concerns 
which surfaced in this decade. The economic recession of 
the country, the continuing high cost of health care, a 
perceived shortage of registered nurses and a nursing image 
problem served to catalyze issues in nursing practice and 
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nursing education as the search for definition and a unique 
knowledge base continued. Chapter Two addresses these 
issues and their impact on the profession of nursing. 
Chapter Three consists of a literature review specific 
to nursing theory development. Because a nursing model 
provides the basis for education, practice and research, 
it seems appropriate to present an example of each one of 
the behavioral, systems, interactional and developmental 
frameworks so prevalent in nursing today. Each is analyzed 
not only in relation to its social utility but more 
importantly, in relation to its impact on the profession of 
nursing in its quest for definition and identity. 
Chapter Four presents Florence Nightingale's 
theoretical constructs. Although Nightingale did not 
express in her writing the concepts and theories of today's 
terminology, her canons of nursing care are still sound and 
provide the basis for contemporary nursing practice. This 
chapter will demonstrate that Nightingale's laws of nursing 
are as appropriate today as they were in the mid - 1800s 
and should be the unifying foundation from which future 
nursing theory will flow. 
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Finally, in Chapter Five, the Nightingale model is 
brought into the 20th century in an attempt to demonstrate 
its usefulness as a unification device for the profession 
of nursing. As we are becoming increasingly aware of the 
effects of environmental pollution on the health of the 
individual. Nightingale's theories gain validity in the 
present time. Just as important are her beliefs regarding 
the healing or reparative process which can now be 
corroborated by scientific research. This chapter projects 
a vision of futuristic nursing education and practice under 
the Nightingale Model as a guiding philosophy to direct the 
curriculum for the education of both the registered nurse 
student and the four year student of nursing at Worcester 
State College. 
CHAPTER I 
NURSING'S DEVELOPMENT UNDER FLORENCE NIGHTINGALE 
AND BEYOND 
In order to understand nursing education and nursing 
practice as it exists today, it will be helpful to view 
nursing's special history from a developmental 
perspective. The profession of nursing was born during the 
Crimean War when Florence Nightingale forged nursing into a 
disciplined workforce and more importantly, provided it 
with nurturance and protection from those social, economic 
and political forces which could have impeded its growth or 
threatened its very existence. 
As nursing became popular and firmly established in the 
United States, other nurses guided the profession through 
its childhood by providing structure and a stable 
environment in which to flourish and grow. During the 
decades of the fifties and sixties, nurse theorists sought 
to furnish the profession with identity and purpose while 
it struggled through its adolescence. Chapter One examines 
the profession in a historical and developmental context in 
order to appreciate the problem under study why nursing 
has not yet achieved a unified framework from which to 
educate its members and direct its practice. 
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NIGHTINgfiLE “ XHE REFORMER. THE WOMAN. THE ENIGMA AND THE 
BIRTH QZ PROFESSIONAL NURSING 
Prior to Florence Nightingale, a "nurse" was just a 
person who happened to be nursing or healing someone with 
simple herbal therapy. Of course, there were hospitals and 
they did employ "nurses" but the hospitals before Florence 
Nightingale served largely as places of refuge for the 
dying poor. Hospital nurses were described as a 
disreputable lot, prone to drunkenness, prostitution and 
thievery. To reform hospital care meant the reform of 
"nurses" and to make nursing acceptable to physicians and 
to women of good, Victorian character, it had to be given a 
completely new image. Florence Nightingale did just that 
when she replaced the "camp follower nurses" of the Crimean 
War with a small band of disciplined, sober, virtuous women 
(Ehrenriech and English, 1973). 
Long before the outbreak of the Crimean War, Florence 
Nightingale was active in reforming the hospital system and 
the care that patients received there. Thus, soon after 
the onset of the war, she exchanged correspondence with 
Sidney Hebert, Secretary of War in the British Cabinet, 
about aiding the British wounded in the war with Russia. 
Newspaper reports about the care of the sick and wounded 
were appalling. "Not only are there not sufficient 
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surgeons, not only are there no drivers and nurses ... 
there is not even linen to make bandages ..." (Woodham — 
Smith, 1951, p.85). 
Major morbidity and mortality stemming from 
environmental conditions always arouses public concern and 
the Crimean War was no different in this respect. If 
anyone could provide nursing care to the British wounded 
and bring order out of chaos, it was Florence Nightingale, 
who had proven herself so capable in the reform of civilian 
hospitals. Thus, Nightingale was officially appointed as 
Superintendent of Female Nursing at the British Hospital in 
Turkey by the British Cabinet (Palmer, 1983). Because she 
believed in the unity of command. Nightingale insisted that 
all women who would act as her nurses be under her 
authority. Nightingale was a civilian, functioning as an 
agent of the British government, appointed with cabinet 
approval and her responsibilities and instructions were 
spelled out in concise terms: 
Miss Nightingale will undertake the entire 
management of the female nurses under the control 
of the Chief Medical Officer at Scutari. The 
nurses will be selected by her or by persons who 
she may appoint and all will act under her supreme 
authority (Pollack, 1910, p.385). 
It appears that very early on, nursing during the Crimean 
locked firmly under medical authority and although War was 
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Florence Nightingale was charged with the selection and 
appointment of nurses, her every action regarding the 
distribution of nurses, their duty hours and their 
assignments had to meet with the approval of the chief 
medical officer (Palmer, 1983). 
Why Florence Nightingale placed herself and why every 
future generation of nurses allowed themselves to be placed 
under the authority and control of medicine is a question 
which has confounded historians ever since. That nursing 
had many obstacles to overcome is an understatement. The 
nurses were not immediately accepted by the medical staff 
for many reasons. The arrival of a group of outsiders and 
women at that, implied that the care provided to the 
wounded by medical officers was inadequate. The idea of 
females caring for men in wartime was unacceptable to the 
general public especially to the wives and mothers of 
soldiers. While Nightingale was not in awe of medical 
officers, having worked with them in civilian hospitals, 
she did recognize their power and made every effort to win 
their support and recognition even to the point of waiting 
for a request for assistance by the medical staff before 
allowing her nurses to begin correcting the deplorable 
conditions in the hospital (Palmer, 1983). 
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To explore Nightingale's motives for these actions in a 
historical perspective necessitates a judgment of sorts 
based upon facts which can never be fully known. What must 
be considered, as Nowak (1985) suggests, is that Florence 
Nightingale did not fit the frail, Victorian image of 
womanhood. She was an extremely well educated woman of the 
Patrician Class, accustomed to authority and born to power. 
Perhaps she fully understood the use of that power and 
simply allowed men to do her work while remaining in the 
background. 
Palmer (1984) suggests that medical officers did 
recognize Nightingale as an expert in the field of nursing 
but that Nightingale believed in the unity of command and 
of government institutions, holding the view that reform 
could only be achieved through the prevailing social and 
political systems. Whatever her motives, change occurred 
slowly but it did occur. 
Gradually, she and her nurses won acceptance not only 
by the military but by the general public as well. 
Mortality statistics decreased with cleanliness, sanitation 
and proper nutrition. The emotional needs of the soldiers 
and their families were also addressed by nurses who 
listened, counseled and comforted during the healing 
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process. Nightingale established reading and recreational 
rooms, implemented measures to care for the wives of 
soldiers who had accompanied their husbands to Crimea and 
wrote to the families of the sick and dying soldiers 
(DeYoung, 1985 , P*15) • Clearly, this woman changed the 
image of the nurse in the minds of the British public and 
established an approach to nursing care which encompassed 
not only the body but the mind and the spirit as well. 
Could nursing have been organized any differently 
during the Crimean War? Palmer (1984) doubts it. First of 
all, a group of reputable, disciplined, knowledgeable women 
who could have been capable of sound nursing judgment and 
who could have exercised delegated authority with 
intelligence had yet to be produced by education and 
training. Secondly, Nightingale obviously thought that 
these women who had accompanied her to Crimea had to be 
closely supervised for the simple reason that she had no 
prior, personal knowledge of any one of them. Lastly, the 
very fact that these nurses were women practicing their 
profession in a restrictive Victorian environment was 
significant in itself in leading to an organizational 
structure in which nurses were under the authority of 
medicine. 
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The world in which Florence Nightingale first practiced 
nursing was one in which women had little or no power. It 
was a constrictive world for women that had been shaped by 
the prevailing structures of religion, philosophy and 
psychological theory. 
^^®ksbly no one factor has had more impact on the ways 
in which women were viewed after the days of antiquity than 
religion. Christianity has been responsible for much of 
our concept of womanhood through the story of creation. 
God, according to Christian belief, made the earth, the 
elements, the animals and vegetables and then ... "He" made 
man. When God realized that man had nothing to reproduce 
himself with. He made woman. "In every real as well as a 
metaphorical sense, woman was absent from creation" 
(Garrick and Moran, 1971, pXVI). It is as though the bible 
recorded man's growing consciousness to tell the story of 
man to other men and about the world in which men grow and 
discover themselves, thereby coming to power by virtue of 
their perceptions of reality. The resulting structures of 
morality, science and philosophy that served to identify 
man as he went about the activities of life neglected to 
address women except in the most negative of ways. From 
St. Thomas Aquinas to Rousseau to Freud, women were 
depicted as evil, naive or defective and at the very least, 
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in need of restraint and protection (Ashly, 1980). What is 
important is that these beliefs did not originate with 
women, they came from men. The result was a sinister, 
pervasive element which was introduced into society and has 
influenced not only the ways in which women have been 
subsequently regarded by men, but more importantly, by 
themselves. 
These views of women were communicated to society in a 
multitude of ways - in the patriarchal institutions of 
learning, work, the media, churches and through the 
socially supported actions and words of men particularly in 
the smallest of social units - the family. Expectations 
were not the same for daughters as they were for sons and 
this inequity has continued on well into the twentieth 
century. 
By the middle of the 19th century, women in the white 
culture were regarded as perhaps not quite so evil or 
defective but nevertheless still in need of protection. 
New adjectives were applied to describe women - maternal, 
pure and moral. Passivity and obedience to masculine 
authority were highly prized qualities in a woman while 
independence and initiative were considered masculine and 
therefore undesirable. Marriage and motherhood were the 
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traditional societal expectations for white women of all 
classes and stations in life (Hughes, 1980). 
It was in such a milieu that nursing was first 
organized as a profession and as a discipline. It was at 
this point in history, the mid 19th century, that nursing's 
relationship to medicine was first established and has 
remained constant ever since. However, what must be 
remembered is that Florence Nightingale considered nursing 
as important as medicine if not more so. She perceived the 
nurse as the means by which the goal of a disease free 
nation could be achieved not only from a hospital setting 
but by extending nursing care and health teaching into 
every home in the community. This vision required a 
partnership with medicine based upon an educated approach 
to high level wellness. 
Nightingale's version of a collegial relationship 
between nursing and medicine is well documented in her 
widely published NOTES QN NURSING - WHAT IT I£ AM> WHAT IT 
IS NOT in which she wrote ... 
It is often thought that medicine is the curative 
process. It is no such thing; medicine is the 
surgery of functions as surgery proper is that of 
limbs and organs. Neither can do anything but 
remove obstruction; neither can cure; nature alone 
cures. Surgery removes bullets out of limbs which 
is an obstruction to cure, but nature heals the 
wound. So it is with medicine. The functions of 
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an organ becomes obstructed; medicine, so far as 
we know assists nature to remove the obstruction 
but does nothing more. And what nursing has to do 
® ,^er case is to put the patient in the best 
condition for nature to act upon him (1889. 
pp.74-75). 
She firmly believed that nursing was the "skilled servant 
of medicine, surgery and hygiene", as any other health care 
professional of her era might have been conceptualized, not 
"the skilled servant of physicians, surgeons or health 
officers" (Smith, 1984, p.10). 
Florence Nightingale demonstrated beyond any doubt 
during the Crimean War that something more than just 
medicine was required if the sick and wounded soldiers were 
to survive, let alone achieve health. That something was 
nursing, functioning as a full and equal partner with 
medicine to assist nature in the reparative process. 
Nightingale has been described as a 20th century woman 
living in a Victorian age. Her ideas about nursing 
education and professionalism can still be recognized 
today. And yet. Nightingale, the humanitarian, effective 
change agent and persistent reformer is also seen by 
historians as something of an enigma. While she strongly 
supported women's rights and a university education for 
women in general, she never took a public stand on these 
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issues nor did she endorse the university as an educational 
base for nurses. Furthermore, she vehemently opposed 
licensing examinations for nurses on the grounds that no 
calling from God need be licensed. She also objected to 
limiting the membership in the governance of nurses to just 
nurses. "She deemed it necessary to include not only 
nurses but training school bodies, governing bodies of 
hospitals, physicians and other persons" (Palmer, 1983, 
p.20) . 
Florence Nightingale was an intelligent woman as well 
as an intimate of some of the greatest social activists and 
scholars of her time. And yet, during the latter half of 
her life, she rejected the germ theory of disease, 
bacteriology and antisepsis while living in the 
contemporary society of Darwin, Mendel, Huxley, Pasteur, 
Mill, Snow and Lister. She maintained her beliefs 
regarding the principles of sanitation, hygiene and 
nutrition in relation to health but could not accept the 
probability that microscopic organisms could impact on the 
health of individuals and communities. 
Palmer (1984) offers the following explanations for 
these inconsistencies which seem incompatible with one of 
the world's most inspired and inspirational persons. In 
21 
the first place, it has already been established that 
Florence Nightingale was the product of a sheltered, 
aristocratic, Victorian upbringing and believed in the 
prevailing structures of the times as the proper vehicles 
of change. Although her methods were in keeping with the 
social constraints of her era, she did effect change 
through the utilization of her prestige and through other 
persons who were well-placed in positions of power to carry 
out her reforms in matters of health. Given these 
circumstances, the organization of nursing as a scientific 
discipline can be regarded as a significant achievement. 
In this context, might not Nightingale's opposition to a 
university education for nurses as well as licensing 
examinations and nurse dominated governance bodies have 
represented a means of protecting the infant profession 
from powerful social influences which she could not 
control? 
Secondly, although Nightingale was a part of the 
growing world of scientific thought and change, she 
nonetheless rejected those propositions and movements which 
were not consistent with her own experience and beliefs. 
She had proven that hygiene, sanitation and proper 
nutrition impacts on disease. Therefore, how could 
microscopic bacteria produce disease in a healthy 
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environment* Many epidemiologists today would find it 
difficult to disagree with her reasoning. Perhaps in the 
latter half of her life, she attempted to resist the 
changes which were occurring at such a rapid pace in a 
world of escalating technology because she was no longer 
able to keep pace or was unwilling to look ahead to a 
future in which she would have no part. 
XB£ NIGHTINGALE PHILOSOPHY 
While these explanations reflect the frailties of the 
human condition, they cannot detract from the values and 
beliefs of a woman who cared so deeply about those who 
suffered. Her underlying philosophy of life is reflected 
in one of her many writings.... "We must alter the state of 
life, not conform to it" (Nightingale, 1860, vol B, 
p.33). She considered the individual of primary 
importance despite status, creed or disease. While she 
seemed to be a reflective and deeply spiritual individual, 
she rejected organized religion, writing that ... "the 
Catholic Church insists peremptorily upon my believing what 
I cannot believe while the (Church of England) is too 
careless and indifferent to know whether I believe or not" 
(Nightingale, 1860, pp.x, 126). Newman, (1949) finds that 
Nightingale was convinced that the person’s search for 
and knowledge freed him from blind acceptance of truth 
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authority or destiny. she believed the individual to be 
creative and to possess the ability to alter his life. Her 
empathy with the poor and her deep compassion for all human 
beings gave direction to her life and ultimately to the 
organization of the discipline of nursing as a means of 
serving humanity. 
NIGHTINGALE AND EDUCATION 
How did this humanistic philosophy of life translate 
itself into a theory of nursing and an educational system 
for nurses? Despite an emphasis on survival, she did not 
abrogate her responsibility toward health maintenance. 
There has always been considerable debate about how to 
define and measure health. Nightingale's definition was: 
"health is not only to be well but to be able to use well 
every power we have" (Nightingale, 1893, p. 357). She 
believed that "One duty of every nurse certainly is 
prevention" (Nightingale, 1860, p.127). Eating patterns 
and nutritional intake, the amount and quality of sleep, 
the color and condition of the skin, tolerance to exercise 
all were advocated by Nightingale as the means of 
preventing further illness and as a method of maintaining 
health. 
Dennis and Prescott (1985) find that although 
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Nightingale's beliefs about nursing are scattered 
throughout her writings, a pattern emerges which clusters 
around prevention, the promotion of health and maintaining 
a physical environment that is conducive to healing. 
I use the word nursing for want of a better word. 
It has been limited to signify little more than 
the administration of medicines and the 
application of poultices. It ought to signify the 
proper use of fresh air, light, warmth, 
cleanliness, quiet and the proper selection and 
administration of the diet ... all at the least 
expense to the patient (Nightingale, 1899, p.6). 
Her theory of nursing was holistic, subtle, reparative and 
required a thorough education not only in the laws of 
health but of the healing arts which were designed to 
assist nature in the reparative process. 
Her beliefs regarding the practice of nursing were 
developed throughout her lifetime and if read carefully, 
reveal the foundations of nursing process, a 20th century, 
approach to care which governs all nursing actions: 
Training is to teach not only what is to be done, 
but how to do it. Why such and such a thing is to 
be done and not such and such another, as also to 
teach symptoms ... and the reason why of such 
symptoms ... observation tells how the patient is 
... reflection tells what is to be done ... 
training tells how it is to be done ... Reflection 
needs training as much as observation ... 
Otherwise, the untrained nurse ... like other 
people called quacks ... easily falls into 
confusion. God's will is not that we should have 
our nurses ... in those hands we must leave issues 
of life or death, without training to fulfill the 
responsibilities of such momentous issues (1882, 
p.1038). 
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Thus, a conceptual framework begins to emerge from her 
voluminous writings which is health restorative, reparative 
and based upon scientific principles. 
Newman (1949) finds that Nightingale regarded nursing 
as both an art and a science, requiring an organized, 
practical and scientific education. The curriculum was 
seen to be dynamic, changing and improving as knowledge 
progressed. An emphasis was placed by Nightingale on the 
acquisition of knowledge because it provided an 
understanding of the reasons for nursing actions. 
Nursing was, at the same time, an art because it 
assisted the human reparative process toward not suffering. 
A professional nurse required an inquiring attitude, 
intelligent understanding and studied observation, all of 
which were the result of the educational process. 
NIGHTINGALE AND THE IMPLEMENTATION NURSING EDUCATION 
Given that nurses prior to Nightingale had poor images 
and even worse educational qualifications, it is not 
unusual that she would strive to improve the status of 
nursing through careful selection and education of future 
nurses. Selection of young women included those who were 
■chaste, sober, honest, trustworthy, punctual and orderly" 
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(Dennis and Prescott, 1985, p.70). Because nursing was 
considered to be a "calling", one which dealt with 
momentous issues such as life and death and one which 
required an "organized, practical and scientific training", 
specific educational guidelines had to be established 
(Dennis and Prescott, 1985, p.70). 
How was that education to occur? Nightingale was a 
very learned and intelligent woman who valued the 
educational process. Her basic educational philosophy can 
best be described by the term "trained intellect" and her 
educational efforts were directed toward the ongoing 
development of the nurse's intellect (Palmer, 1983, p.6). 
She also expected that nursing education would at least 
parallel that of the general public and she constantly 
reminded her nurses that ... 
It would be a poor tale indeed ... for nurses who 
cannot read, write, spell or cipher well and 
correctly ... especially when the nurse is often 
required to take the temperature (Nightingale, 
1873, p.10). 
In 1866, the British physician, Elizabeth Garrett, 
presented a paper to the Association For The Promotion Of 
Social Science calling for the improved payment of nurses 
as a means to entice more "lower class" women into the 
profession while utilizing "educated ladies" as the paid 
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superintendents of these womem. Upon its publication, 
Nightingale reacted vehemently with the following statement 
which was published in MacMillan's ... 
My life has been passed in the aim to make nursing 
an art ... Nursing is an art. Training is 
required for this as for any other art. There is 
no evidence that a "lady" acquires this art with 
training than any other women or with less 
training than is needed for any other art. And 
Sir, where does your contributor find that a 
"lady" with very little training does hospital 
nursing in a first-rate way (Monteiro, 1985, 
p.14) . 
Clearly, Nightingale viewed education as the critical 
factor which would promote nursing's status and raise the 
profession above the handmaiden level, making it an 
occupation that required special skills and knowledge 
(Monteiro, 1985). That knowledge included the scientific 
principles of sanitation, ventilation, hygiene, nutrition, 
the nursing process and nursing arts to assist in the 
reparative process. Although Nightingale identified the 
reparative process as a natural healing one, she could not 
validate this with scientific evidence. And yet, her 
carefully kept statistics did confirm low mortality and 
morbidity rates as a result of her laws of nursing. 
Further validation of her work and teachings would come 
much later through scientific research. 
Nightingale also identified those areas of nursing 
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which may be seen as specialization... hospital nursing and 
private duty nursing. Inherent in her notion of 
specialization was midwifery and district nursing which 
brought the nurse into the homes for the health teaching of 
mothers, infants and children. She laid the foundation for 
what is known today as public health nursing. Nightingale 
saw nursing ultimately as a means of keeping humanity 
healthy and disease free. She envisioned the nurse as a 
primary care giver, the first line of defense in the 
promotion of wellness (Palmer, 1983). "The work we are 
speaking of has nothing to do with nursing disease but with 
maintaining health by removing the things which disturb it 
... dirt, drink, diet, damp, draughts and drains" (Seymer, 
1954, p.362). 
Nightingale even established where this education was 
to take place when she wrote... 
Nursing proper can only be taught by the patient's 
bedside and the sickroom or ward. Neither can it 
be taught by lectures or by books though these are 
invaluable ... accessaries ... if used as such ... 
Otherwise, what is in the book stays in the book. 
Book learning is needed only to render the 
practical health of the health workshop, so that 
every stroke of work done should be felt to be an 
illustration of what has been learned elsewhere 
(1890, pp.24-36). 
Nursing education, according to Nightingale, clearly needed 
an internship component to translate theory into practice 
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and that practice component belonged in a hospital setting 
at the bedside of the sick, augmented by books and 
lectures. She further believed that these schools of 
nursing should be independent administratively and 
financially from the hospitals in which their educational 
activities were to be conducted. 
Palmer (1983) writes that after Nightingale established 
her training school for nurses at St. Thomas's, nursing 
education moved from few books and lectures to the fullest 
preparation possible towards developing the intellectual 
ability of the nurse as well as her capacity for 
knowledgeable observation and intelligent reflection. 
Today, this process would be called critical thinking and 
analysis. The financial independence of the school also 
made it possible to maintain the educational goals (Dock 
and Stewart, 1925). 
Every detail regarding the education of nurses was 
carefully thought out and documented from the curriculum to 
the housing arrangements of the student nurses. Clinical 
lectures included the topics of chemistry with reference to 
the air, water and food while physiology addressed those 
functions of the body in relation to health and illness. 
The nursing process, principles of management and nursing 
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arts were also taught in conjunction with the sciences. 
The frequency and content of examinations, both oral and 
written were also outlined by Miss Nightingale. Time and 
again, she stressed that learning the art and science of 
nursing was an ongoing process which did not terminate upon 
graduation (Nightingale, 1882). 
And yet, as the nursing profession grew in popularity 
and finally became established in America, the first 
schools of nursing were attached to hospitals and were 
neither administratively nor economically independent 
(Donnelly et al. 1980). The prevailing structure of 
nursing in the United States can be traced to Nightingale's 
beliefs, precepts and practices but there is much with 
which Florence Nightingale would have taken issue. 
THE DEVELOPMENT QF NURSING EDUCATION AND PRACTICE IN THE 
UNITED STATES - THE CHILDHOOD YEARS 
It took the outbreak of the Civil War in the United 
States for the government to understand the significance of 
having no organized nursing groups, no ambulance service 
and no field hospital facilities. The Sanitary Commission 
of the United States petitioned Miss Nightingale for 
advice. Although dedicated men, women and religious 
sisters worked tirelessly, many soldiers on both sides of 
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the conflict had inadequate care and thousands died from 
neglect rather than from battle wounds (DeYoung, 1985). it 
was not until 1873 that a modified Nightingale model of 
nursing was adopted in this country which stressed devotion 
to duty, self discipline and morality. While these 
attributes did much to make nurses respectable, it also 
made them exploitable by the prevailing establishments of 
medicine and hospitals. 
Bullough (1977) writes that the English schools, which 
were used as models, included safeguards which were not 
adopted in this country. A powerful nursing administrator 
and a separate nursing school board were not considered 
desirable or even necessary by American officials. Here in 
the United States ... "hospital boards of directors and 
hospital administrators assumed complete power over the 
schools and unabashedly used student nurses as a source of 
inexpensive labor or sent them out to do private duty 
nursing in the community as a source of extra income for 
the hospitals" (Bullough, 1977, p.211). 
By 1900, the nursing curriculum had been extended from 
two years to three, not from any desire to improve 
instructional activities but as a device to glean many more 
hours for "on the job" training and cheap labor. What kind 
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of activities were nurses performing in their roles? 
Nursing service during the late 19th century consisted of 
scrubbing floors, laundering and cooking in addition to 
bathing patients, changing linens and serving meals. 
Nurses were not allowed to take temperatures or pour 
medicines. These procedures were still carried out by 
physicians. However, nurses were allowed to carry the 
medicines to the patients and administer them even though 
they did not know what the medicines were, what therapeutic 
actions were to be expected or what side effects might 
result (DeYoung, 1965). 
This rather narrow educational preparation and practice 
is mirrored in an address given by William Dorland M.D. to 
the nursing class of 1908, graduating from the Philadelphia 
School of Nursing who said... 
If a little knowledge is a dangerous thing in most 
avenues of employment, in nursing it is more than 
dangerous ... it is fatal. Good nursing is not 
facilitated by too elaborate an education in 
professional matters, rather it is hampered or 
even rendered useless thereby ... I believe that a 
superficial knowledge of physiology and anatomy 
... together with a thorough acquaintance with 
hygiene ... will answer every purpose ...(Dorland, 
1908). 
While this limited educational preparation and scope of 
practice may have been conducive to maintaining health, it 
was a far cry from Nightingale's laws of nursing which 
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stressed the care of the whole individual, physically, 
emotionally and socially by a "trained intellect." 
Moreover, the placement of nursing education under the 
direct control of hospital administrators and physicians 
did little to foster autonomy and accountability which are 
the hallmarks of a profession nor did it encourage the 
development of nursing theory to expand the scope and 
practice of nursing. This phase in nursing's history may 
be likened to the developmental period of childhood wherein 
learning and competence must be achieved in a stable 
environment if growth towards adulthood is to occur. As we 
shall see, nursing's social, political and economic 
environment at the turn of the century was not conducive to 
rapid growth nor did it foster learning. 
In the social sphere, schools for nurses and early 
professional organizations were established in the United 
States toward the end of the Victorian Era. Victorian 
ideology defined women's "proper" social roles in rather 
narrow and restricting ways. Women's speech and actions 
had to be consistent with "moral sensibility, purity and 
maternal affection" (Hughes, 1980, p.59). No other code of 
behavior was acceptable. Maintenance of the home, 
subordination of personal interests to father and/or 
husband were considered "womanly* qualities. To infer that 
34 
Western society was and still is paternalistic is an 
understatement. Educational and career opportunities for 
women were severely restricted during this period because 
of this philosophy. Most universities and other 
institutions of higher learning were closed to women 
because of the belief that any activity outside of the home 
detracted from the responsibilities of the female's 
function in society — that of wife and mother. Obedience 
and submission to masculine authority were the socially 
desirable attributes of Caucasian women in American society 
at the turn of the century and any woman who engaged in 
work activities outside of the home was deemed to be 
"socially unacceptable." 
How then, were the daughters and wives of America to be 
permitted access to a nursing career? We know that in 
times of war or great catastrophe, women were often sought 
out for their nursing services to the sick and wounded and 
these skills were valued by society. And yet, in times of 
relative peace and tranquility, the Victorian attitude 
prevailed. Hughes, (1980, p.59) sheds some light on the 
dichotomy when she wrote..."in light of the restrictions 
historically placed upon women in terms of their roles 
outside the home, equating nurses with true womanhood in 
the public literature served to tell women in effect, that 
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nursing was one occupation in which they could realize 
their potential without compromising their social 
respectability." The nurse's image was thus created and 
perpetuated by a male dominated press as the embodiment of 
all good, womanly qualities, not to mention the excellent 
preparation for the nurturing roles of wife and mother. In 
1915, a writer informed the public that a nursing career 
was "available to women simply because men allowed it 
(Hughes, 1960, p.60). Because nursing was a predominantly 
female profession, there was little, if any, competition 
with men. Competitiveness was not a womanly quality. 
Therefore, nursing was an avenue open to women to realize 
their potential without seeming unwomanly. 
The educational method in early training schools was 
one of apprenticeship and nurses learned by doing. Student 
nurses were accountable to physicians, members of the 
hospital hierarchy, teachers and patients. In this 
hierarchy, the physician was considered the most 
important. Nurses opened doors for them, stood in their 
presence and in general, strove to please the physician 
rather than their patients. These early training schools 
of nursing were very selective in their admission of 
prospective students and tended to exclude the rebels, free 
thinkers, serious scholars and men. Any man who desired a 
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career in nursing was usually barred from admission on the 
grounds of housing problems. The norms of the day and the 
moral posture of the schools excluded men from living in 
the same dormitories which housed the female students. 
Therefore, any man who desired a career in nursing often 
sought out all male schools of nursing which were virtually 
non-existent. This selectivity and exclusion of 
intellectuals, "rebels" and men created an unusually 
passive and docile group of health professionals (Bullough, 
1977). However, given the constraints of the times, women 
who professed an interest or special ability in caring for 
people were able to become nurses and still be "socially 
acceptable." 
In the public realm, American society reflected the 
period of the Women's Movement that extended from the 
mid-nineteeth century through the pre-World War I years. 
Feminists increasingly urged that women of all ages and all 
economic stations become trained in some kind of 
income-producing career to "fill-up" the empty years before 
marriage or after widowhood and thus, enable them to become 
less economically dependent (Matejski, 1981). Strongly 
associated with the feminist idea of the role of women in 
society was the work ethic and the idea of women as part of 
the workforce. This work ethic was preached and encouraged 
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by all religious groups. in time, work outside the home 
for women became not only acceptable, but fashionable and 
regarded as socially useful. it was secondary and of no 
consequence at the time that women were being paid less 
than men. What was important was that daughters of 
immigrant families could now be gainfully employed and 
nursing was viewed by many as a means of attaining that 
goal as well as climbing the social ladder of success and 
respectability. This was especially true as admission 
standards for training schools required only high moral 
character and a willingness to be of service to others. 
Women from the middle and upper classes tended to seek 
occupations with shorter hours, greater pay and more 
prestige than nursing could offer. 
Thus, "when a professional organization is confined to 
recruiting among persons with limited educational 
preparation, the number of student nurses in the recruiting 
pool will be reduced and as a result, the autonomy of the 
professional group will be limited" (Matejski, 1981, 
p.20). Given that nursing meant long hours, hard physical 
work, a submissive personality and little educational 
preparation, it is not surprising that the profession 
attracted limited numbers of women other than those from 
classes in society who had little the lower socioeconomic 
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access to a quality, educational preparation. Nursing's 
image as subservient and passive was subsequently 
reinforced and perpetuated in society. 
With the rising consciousness of women in general, came 
those who concentrated their efforts towards improving 
nursing education and nursing practice. In 1905, Adelaide 
Nutting restated Nightingale's belief that schools of 
nursing should stand on a separate foundation from the 
hospital. In 1909, Dr. Richard Olding Beard proposed and 
defended the university education of nurses. In 1913, 
schools of nursing began self-evaluation studies in 
response to shortages of applicants and during this same 
year the National League of Nursing Education published a 
report citing the two major reasons for declined 
enrollments in schools of nursing-long duty hours and 
domestic type work (Donnelly et al. 1980). College 
affiliated basic nursing programs slowly began to emerge, 
first at Howard University in Washington D.C. and later at 
the University of Minnesota. However, the majority of 
these programs were designed to prepare nurse educators and 
supervisors. The bedside nurse was still being educated in 
the vocational, training schools of the Americanized, 
Nightingale model (Bullough, 1977). Nursing organizations 
sought reform at the political level through government 
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intervention but these attempts were disappointing. Nurse 
leaders turned to other sources for validation of their 
ideas. 
In 1923 under the auspices of the Rockerfeller 
Foundation the Goldmark Report or the Report of the 
Committee for the Study of Nursing Education was released. 
It was the first in a series of publications that called 
for reforms in nursing education. Although the report 
addressed the financial dependency of schools of nursing 
upon the hospital system and its consequences and did much 
to improve education in general, it did not advocate a 
university education for nurses nor did it gain the 
nationwide attention of the general public (Matejski, 
1981). Shortly after the publication of this report, Yale 
University School of Nursing was opened. However, even by 
1930, university schools of nursing were still a rarity and 
nursing did not receive either governmental or public 
support for its mission as did the more visible profession 
of medicine. 
Medicine profited greatly from a similar report 
regarding its educational status which was published widely 
from coast to coast. Not only did the Flexnor Report 
provide names of institutions (unlike the Goldmark Report) 
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it also made specific observations regarding the 
educational facilities available. Society supported the 
reform of medical education which had long enjoyed 
professional autonomy. However, nursing was not 
autonomous, nor did the notion of women's roles so firmly 
entrenched in the social and political spheres of society 
do much to encourage the call for change. 
The role of nursing in the health field and its 
subsequent education reflected the woman's role in American 
society. Not accorded full professional status or the 
opportunity to obtain it, the nurse was viewed as a working 
female who was not expected to make a lifetime commitment 
to her career. Nursing's efforts to obtain an education 
and achieve professional status have been impeded by a lack 
of public interest and federal support, as well as 
physician opposition (Ashly, 1980). 
Matejski (1981, p. 23) offers another reason for the 
failure of the Goldmark Report to stimulate any significant 
reform in nursing education when she wrote..."The science 
of nursing depends upon the mobilization of relevant 
knowledge from a number of disciplines and also on cultural 
and social changes. Like medicine, it is rooted in the 
cultural and practical needs of the society it serves. 
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The social and political climates of the early twentieth 
century were not conducive to reform in nursing education 
in the United States. A great world war had just been won 
and there was no further social need for those nursing 
services which are so valued during times of war or great 
catastrophe. A conservative ideology dominated the country 
on the whole and in such an environment, the role of women 
was still one of subservience to men. Men were still the 
rulers and physicians were viewed as leaders of the health 
care team, supreme in all matters relating to health, 
illness and the education of the team members. The only 
advantages of the Goldmark Report that could be realized 
then, were the improved admission standards which required 
a four year high school diploma and less contact, clinical 
duty hours for student nurses. 
Of no less importance to the profession of nursing was 
the economic climate of the late nineteenth and early 
twentieth centuries. During this period, rural America was 
rapidly being transformed by urbanization, 
industrialization and immigration. This economic and 
cultural expansion was accompanied by an increase in 
disease, poverty and crime. Industrialism flourished with 
immigrant labor. Indeed, it could not have survived 
without it. Working and living conditions could only be 
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described as terrible leading to high morbidity and 
mortality rates. "Disease was caused by overcrowding and 
filth in the tenements, the long hours and exhausting work 
and low morale" (Silverstein, 1985, p.5). Once again, an 
appalling social condition existed and once again it was 
nursing which responded to the need. This time, it was a 
nurse, born of an upperclass family of German-Polish-Jewish 
descent by the name of Lillian Wald who left the 
restrictive world of hospital nursing to establish the 
Henry Street Settlement in the lower east side of New York 
City (1893-1895). 
"Nursing at the settlement house was more than caring 
for physical ailments. Wald looked beyond the problem and 
addressed its roots to prevent it from being perpetuated" 
(Silverstein, 1985, p.9). The canons of Nightingale's 
teachings were once more actualized in Wald's work and 
during her practice of "district nursing", she came to 
recognize the need for the specialized training of nurses 
who would work in community settings. The nursing done at 
Henry Street was aimed at the total individual. Problems 
with the physical and the psychosocial aspects of the human 
condition were dealt with that were not addressed in the 
traditional nursing practice of the hospital setting. 
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As nursing prepared to enter the fourth decade of this 
century, the legacy of Lillian Wald's work at Henry Street 
taught an important lesson to all nurses who would follow 
her ... that nurses must maintain social, economic and 
political alliances to have control of their practices and 
other professional affairs. Under her leadership, the work 
of nurses was documented, evaluated and publicized 
demonstrating the absolute necessity for advanced knowledge 
and skill not only in the science of nursing but in the 
theories of leadership, management and of the political 
process itself. Unfortunately, it would take many more 
years before nursing and indeed society itself, would 
respond to what was so clearly demonstrated at Henry Street 
at the turn of the century. 
NURSING SERVICE AND EDUCATION - WWI - 3.96J} 
As always, social, political and economic influences 
were instrumental in changing the patterns of nursing 
service and education. The twentieth century brought with 
it a metamorphosis in all spheres of the public realm. 
Staqndards of living began to rise. Progress in 
transportation, communication and other technologies was 
unparalleled. Medical research with respect to the causes 
and cures of many acute, infectious diseases lengthened the 
lifespan, resulting in the chronic diseases of aging. 
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Public opinion and government legislation demanded 
improvements in the delivery of health care. The changing 
complexities of medical research and medical practice 
called for modifications in nursing as did the demands of 
World War I, II, the Korean conflict and the Vietnam 
affair. 
Nursing during World War I was done under the 
organization of the American Red Cross. The relationship 
between this organization and professional nursing had no 
counterpart in any other part of the world. In addition to 
providing nurses for disaster and for teaching, the Red 
Cross provided reserve nurses for the armed services. 
When war began in Europe in 1914, there were only 400 
nurses in the United States Army Nurse Corps. The 
Superintendent of the Army Nurse Corps also became 
chairperson of the Red Cross Nursing Services. Because of 
her position, Jane Delano was able to recruit and provide 
nearly 20,000 nurses for duty in the army and navy during 
World War I. Through these efforts, she gave a status to 
American nursing that was not accorded to professional 
nursing in any other Red Cross society in the world. These 
nurses served admirably and emerged from the war with a 
deep sense of pride, increased public prestige and eager 
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for a more liberal and 
profession. As a result, 
aware of the need for the 
programs, child welfare and 
1985) . 
independent status for the 
the public sector became more 
expansion of public health 
industrial nursing (DeYoung, 
During this period following World War I, a report of 
the Committee on Grading Nursing Schools, another report on 
the costs of medical care and the White House Conference of 
1930 provided a large amount of factual material and 
recommendations for nurses, planning agencies and 
professional organizations. Two basic recommendations 
followed these reports as described by DeYoung (1985, 
p.20) : 
1. Nursing education should be restructured to 
provide well educated and well qualified 
registered nurses. 
2. Education should provide for the 
preparation of nurses' aides, attendants 
and midwives. 
The overriding concern here was that nurses were devoting 
far too much time to technical activities while neglecting 
health promotion and psycho-social aspects of care. Many 
states responded by raising their standards for 
cutting the student work week to 48 hours accreditation, 
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and hiring qualified nurse educators to teach them. The 
era of gross exploitation of student nurses was fast 
drawing to a close (Bullough, 1977). 
World War II brought with it the usual, heavy demand 
for nurses. Physicians were demanding nurses who could 
intelligently administer new drugs and teach patients and 
families about health. Sulfa drugs, penicillin, the 
identification of vitamins, cyclopropane and barbituates 
for intravenous use demanded specialized knowledge. The 
nurse of the 1940s measured blood pressure, administered 
transfusions, applied suction to surgical wounds, 
tracheostomies and chest cavities and became surgically 
oriented in the operating room. She also assisted in the 
delivery of babies and worked in out-patient departments as 
well as community agencies. At this point in time, the 
nurse was performing functions reserved for the physician 
of the nineteenth century. Federal legislation in the form 
of the Nurse Training Act and the Social Security Act 
finally emerged which improved the education of nurses in 
the middle twentieth century. The Social Security Act 
provided for expanded health care programs which were to be 
administered by the U.S. Public Health Service and the 
Children's Bureau. The Nurse Training Acts promised 
governmental assistance to all schools of nursing in 
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order to defray operational costs, encourage increased 
enrollment of nursing students and strengthen or expand 
existing teaching programs (DeYoung, 1985). 
Nursing care in the 40s an 50s was far removed from 
that practiced by the Nightingale nurses during the Crimean 
War. More often than not, practice was becoming confined 
to the hospital setting as aseptic technique made them 
safer and medical insurance made them more accessible and 
attractive. As nurses were doing more supervising of 
professional and non-professional workers as well as 
providing highly technical care that would have baffled 
Florence Nightingale, they were also moving further away 
from the patient and from the concepts of health which had 
been such an important component of Nightingale's 
philosophy of care. Medical and nursing functions began to 
overlap requiring a broader and more extensive educational 
preparation. 
The first major report which called for a collegiate 
education for all nurses was published in 1947. This 
report signaled a change in the educational philosophy for 
all professional nurses and was restated and re-emphasized 
in the 1964 position paper of the American Nurse's 
Association on Education. 
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In 1952, an experimental program to prepare nurses in a 
two-year community college was undertaken. This program, 
after five years, demonstrated that students could acquire 
in two years the knowledge and skills necessary to pass 
state-board examinations and function effectively as a 
bedside nurse. This two year nurse was to be 
differentiated from her four year counterpart by the term 
■technical". The technical nurse was to be responsible for 
medically delegated tasks while the professional four year 
nurse would be recognized as having a stronger theoretical 
base and therefore, better prepared to assess, plan and 
implement bio-psycho-social aspects of care. This 
development created a situation in nursing which did little 
to provide a clear, united image of nursing to the general 
public and its effects are strongly felt today (Bullough, 
1977). 
Ashly (1980) suggests that organized nursing has done 
little to address the problems in nursing that have arisen 
from the different levels of educational preparation. She 
argues that these different levels have accomplished 
nothing more than the splitting and fragmentation of the 
work relationships of nurses who are psychologically and 
socially isolated from one another. A unity of purpose and 
practice goals are difficult to achieve under such 
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circumstances. 
In the years that followed, both criticism and praise 
for the institutionalized methods of nursing appeared in 
both nursing and medical literature. Proponents of the 
hospital based programs stressed the clinical excellence of 
the bedside nurse, while opponents argued that the 
curriculum of these schools focused on technical training 
and disease care rather than education and health 
promotion. Many nurses preferred programs with a broader, 
more general education such as that which could be 
obtained in a university setting. Controversy raged 
between nurse leaders and the medical community with 
respect to the issue of where professional nursing 
education ought to occur. 
Physicians expressed concern with a university 
education for nurses whose curriculum was focused on 
wellness rather than disease care because to their way of 
thinking, the direct care of patients in a hospital setting 
would suffer. Nurse leaders on the other hand, were 
desirous of preparing a better practitioner on all levels 
for the many different fields of nursing service and a 
richer, freer and more integrated individual. The logic 
behind these two arguments had explicit and implicit 
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overtones. The most obvious advantage in moving nursing to 
academia was the nurse-faculty's control over curriculum 
development and teaching within a university philosophy. 
Collegiate faculty concentrated on preparing health 
professionals to practice in a constantly changing health 
care delivery system - to be self-reliant, self-directing 
and autonomous. 
Hospital schools of nursing, on the other hand, 
prepared nurses who were trained to carry out physician 
orders in the care of sick individuals, to be model 
employees and function under an institutional hierarchy, 
fostering a rigid adherence to the medical model of care. 
The struggle for nursing autonomy began in the forties and 
fifties with the question of where professional nurses 
ought to be educated and continued on unabated into the 
next few decades (Donnelly et al, 1980). 
EFFORTS IQ ACHIEVE AUTONOMY THROUGH THEORY DEVELOPMENT - 
THE PROBLEM QF IHE ADOLESCENT YEARS 
Many psychologists agree that adolescence is a 
turbulent developmental period of life which involves the 
achievement of certain tasks - control, autonomy and 
security. In the years that followed World War II, the 
trend toward educating nurses in a college or university 
5] 
began to produce some changes in the concept of nursing a'S 
the profession struggled toward autonomy and purpose- 
Nursing was seen as having two components - expressive 
and instrumental. Expressive functions included listening* 
comforting and counseling while instrumental functions were 
described as physical care, medications and treatments^ 
The university based education in conjunction with new 
knowledge derived from technological advances resulted in a 
heightened desire to unify existing information througin 
theory building to enhance professional growth. It was 
almost as though Nightingale's challenge to further define 
the laws of nursing was about to be realized. However,, 
just as adolescence is a "tumultuous period, characterized 
by physical and emotional upheavals, so it was with nursing 
as it pursued its own developmental task of achieving 
autonomy through theory building in the educational setting 
of the university. 
In commenting about milestones in nursing theory 
development, Meleis (1985) sees the growth and development 
of theoretical nursing arising out of the changes iu 
educational preparation for nurses which slowly began ti) 
shift from diploma to baccalaureate settings. Nurse 
educators needed to know more about curriculum and course 
development. In response to this need, Columbia University 
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began to offer graduate programs which concentrated on 
education and administration but not from a nursing focus. 
Given that many of the first nursing theories were based 
upon disciplines other than nursing, Meleis (1985) finds it 
significant that many of the nurse theorists who developed 
their earlier works were educated at Columbia's Teacher 
College. 
In the 1960s a series of symposiums were held at the 
Frances-Payne Bolton School of Nursing at Case - Western 
Reserve University to clarify the current status of theory 
development in nursing which had become a priority with the 
American Nurses Association. Prior to this time, nursing 
education had been based upon the medical model accompanied 
by medical textbooks designed specifically for nurses. In 
the years that followed these conferences, the development 
and study of nursing theories grew rapidly. Courses in 
nursing theory were introduced into undergraduate and 
graduate curricula and the trend for curriculum development 
based upon a conceptual framework became commonplace. 
Unfortunately, some of the theories contradicted each other 
and many were drawn from disciplines other than nursing. 
Peplau's concept of nursing as an interpersonal process 
which was based upon Harry Stark Sullivan's work is such an 
example of this trend (Riehl and Roy, 1974). 
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In looking back through history, we see that 
Nightingale's theory (1899, p.75) was the first to define 
nursing's goal as "to put the patient in the best condition 
for nature to act upon him." Since then, the theoretical 
goals have fluctuated, most likely as Donnelly et al. 
(1980) suggest, because for decades nurses have tried to 
conform to whatever conditions they met and because the 
concept of nursing has been so intertwined with the 
traditional female role in society. Nursing's evolution 
throughout history has been dependent upon the prevailing 
social, political and economic conditions of the society 
that it has served. These factors are reflected in the 
following theoretical definitions of nursing excerpted from 
Donnelly et al (1980, p.13) as they appeared in the late 
fifties and early sixties. 
Dock and Stewart 
1959 
Dorothy Johnson 
1959 
Virginia Henderson 
1964 
To promote and conserve health 
and prevent disease and care for 
people's social and physical 
environments and care for the 
whole person, mind and body. 
To assist the patient in the 
maintenance or re-establishment 
of a moving state of equilibrium 
throughout the health change 
process. 
To assist the individual, sick 
or well, in the performance of 
those activities contributing to 
health or its recovery (or 
peaceful death) that he would 
perform unaided if he had the 
necessary strength, will or 
knowledge and to do this in such 
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Sister Madaleine 
Clemence Vaillot 
1966 
Eja.rtha Rogers 
1970 
a way as to help him gain 
independence as rapidly as 
possible. 
T& help the patient become an 
authentic person and to use his 
situation, the illness, for 
doing so. 
T£ help people achieve their 
maximum health potential, 
nursing's first line of defense 
in the promotion of health and 
prevention of illness. Care of. 
the sick is resorted to when our 
first line of defense fails. 
To promote, to assist, to help ... These are recurring 
themes in all of the definitions, reflective of the passive 
stance of nurses and indeed of the traditional female role 
in the society of the fifties and early sixties. 
Furthermore, all of these definitions mirror the 
theoretical canons of Florence Nightingale with one 
important difference. When the founder of nursing used the 
phrase, to put, in proposing her laws of nursing, she 
intended an assertive, active role for nurses   a 
position that has been modified with the transition of 
time. 
With more and complex theories to define nursing, came 
confusion of purpose amongst members of the profession. 
What fundamental purpose does nursing serve? Why do we 
need theory at all? Mkeleis (1985, p,7) writes that "ever 
started to care for human beings in an since nurses 
55 
orderly and organized way, they have been involved in some 
form of theorizing. Concepts of care, comfort, 
communication, protection and health among others, are the 
beginnings of nursing theories, although they have not been 
labeled as such or communicated in articulated wholes." In 
addition, without theory to guide the research process, how 
could there be improvement in nursing education and nursing 
practice? 
However, as experience suggests and Meleis (1985) 
supports, it was not an easy task to convince practitioners 
of nursing of the necessity for formalized theory. The 
nurse theorists themselves often acted as barriers to 
acceptance through their use of abstract language 
unfamiliar to the practicing nurse. Furthermore, the use 
of theories from other disciplines, while perhaps 
fashionable and practical, did little to foster definition 
and unity in a profession already fragmented by different 
educational levels and a lengthy history of vocational, 
apprenticeship training. While all nurses might agree that 
the profession needs to achieve consensus about phenomena, 
perspectives and problems inherent in the discipline, 
agreement could not be reached on a unification theory for 
nursing to guide its educational and research efforts. 
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Today, nursing has come to mean little more than the 
administration of medicine, the application of dressings 
and wound care, blood pressure monitoring, cardiac 
defibrillation and physical assessment - skills or 
activities which society perceives as the delegated tasks 
of medicine. Florence Nightingale warned of this very 
phenomena in her "Notes on Nursing" when it was first 
published in the late 1800s. A quick review of the 
definition of professional nursing as it appears in the 
Rules and Regulations of the Board of Registration in 
Nursing reveals a strong dependency on the medical 
profession for the approved practices of the nursing 
profession even in the eighties. Multiple theories of 
nursing with their definitions, assumptions, relationship 
statements, axioms and theorems have not produced autonomy 
for the profession nor have they contributed to the 
public's perception of a unified profession with a 
specialized skill to offer. 
Theoretical definitions of nursing may make 
pronouncements about the nature of nursing but unless these 
definitions represent the consensus of its members, there 
can be no unity of purpose. Donnelly et al. (1980) find 
that because of its confusion over purpose, nursing seems 
to operate on the periphery of the health care system, 
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easily slipping into other roles as demands dictate, 
especially in the hospital setting where nurses often 
assume the roles of pharmacists, lab technicians, ward 
clerks or physician extenders, in the public's view, it is 
sometimes difficult to separate nursing functions from 
those of medicine. How can nurses then, in such a context, 
dearly articulate what makes their profession different 
from that of any other discipline without a unified 
definition, purpose and practice goals. 
Mundinger (1980) believes that the continuum between 
pathology and health is one with no dividing line at the 
midpoint. In this linear construct it is relatively easy 
to separate medical and nursing roles at the extreme ends 
of the continuum. However, in the acute illness phase, 
nursing and medical boundaries are less distinct with both 
professions often providing overlapping services such as 
the administration of medications and complex treatment 
modalities. Nursing activities can look like medical 
therapeutics except for one important difference. The 
focus of nursing care is on health maintenance and illness 
prevention while the medical objective is to effect a cure. 
Today, it has been proven, just as Nightingale 
theorized more than 150 years ago that many illnesses are 
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the result of detrimental health practices or environmental 
hazards, to which autonomous nursing care can respond in 
order to promote a lifetime of health. It is within this 
realm that nursing must strive to establish that which is 
unique to its practice - a knowledge base that is health 
restorative, reparative, healing. Florence Nightingale was 
clear about nursing's nature and purpose - that of 
preserving and restoring health by assisting nature in the 
reparative process. She was equally clear about what 
nursing was not - a servant to any other profession. Her 
laws of nursing still permeate many nursing actions and 
interventions today. Her concepts of person/health and 
environment are consistent with the basic philosophies of 
practicing nurses and challenge the pursuit of knowledge 
and wisdom through observation, experience and research. 
The multiple theories of nursing have resulted in 
confusion among not only nurses but among those recipients 
of nursing care - society itself regarding nursing's 
purpose as a professional discipline^ Nightingale's 
definition of nursing and the interrelationship of 
person/health and environment has been virtually ignored as 
a unifying framework . Her laws of nursing and her 
challenge to further define them have been lost in the 
deluge of theories based upon the works of 
other 
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disciplines. And yet, the concept of theory development is 
an endeavor which Nightingale would have applauded. 
Meanwhile, as nursing continued its struggle for 
autonomy of practice in the 1960s, internal as well as 
external forces combined to exert an influence on the 
profession's development. On an internal level, 
controversy regarding the basic level of preparation for 
the beginning practitioner of nursing was nowhere near 
resolution. Education for the majority of nurses still 
occured in the hospital school and reflected the medical 
model despite an emphasis on the expressive and 
instrumental functions of care. 
External forces affected the profession in different 
but equally important ways. In the decade of the sixties, 
social problems once more became numerous. The growth of 
cities, population increases, one more war and an older 
population made demands upon the health care professions 
for more extensive health/illness care. Many nurses found 
themselves functioning as missing generalists as physicians 
were drafted into the armed services or became more 
specialized. They took medical histories, performed 
physical examinations, did developmental assessments and 
counseled. The lines of professional nursing practice were 
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almost indistinct from those of medicine but without the 
benefit of legal sanction or public acceptance. The nurse 
in the 1960s was under an emotional strain from social 
pressures, legal issues and internal strife. Health 
promotion and theories of wellness were but a distant echo 
of a past philosophy. As nursing entered the seventh 
decade of the twentieth century, the canons of Florence 
Nightingale seemed very remote indeed (DeYoung, 1985). 
NURSING EDUCATION AND PRACTICE IN THE DECADE OF THE 
SEVENTIES 
In the early 1970s, the majority of nurses were still 
employed in hospitals where illness orientation continued 
as the primary focus of care. The response to catastrophic 
illness was one of increased medical technology and medical 
specialization. The family physicians of the early 1900s 
were now replaced by a new breed of medical practitioners 
- internists, cardiologists, neurologists, 
opthamalogists, gastrologists, urologists- in short, a 
specialty for almost every part of the body. Nursing care 
and education, reflecting these numerous specialties, 
became as fragmented as was the medical component of care. 
Patients received treatment from a variety of health 
professionals but no one individual seemed to be 
responsible for the whole. Nursing service was, as usual. 
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designated to coordinate the care and cure functions. 
The public became unusually vocal with regard to its 
fragmented care and the cost of that care which had become 
astronomical. From every level of society came a minor 
revolution in the ways in which health and illness were 
regarded. This change in the public's perception of health 
care and a notion of controlling its own destiny strongly 
influenced the way medical care was to be delivered and 
impacted drastically on the profession of nursing as well. 
An interest in health has always existed in the 
socio-cultural practices of American society. Through the 
years the women's movement was instrumental in this 
respect, teaching techniques of personal hygiene and 
nutrition in order to stay well. However medicine, as a 
profession, was able to regain its control of the health 
field as its ability to diagnose and identify disease 
improved. As the 1970s began, a self care movement began 
growing in popularity and this particular social phenomena 
was a powerful one. These events need to examined in more 
depth in order to understand their impact upon the 
profession of nursing during this time. 
If we look back over this particular decade in history, 
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it becomes apparent that not only have there been major 
advances in medical knowledge, treatments and equipment but 
there have also been radical changes in attitudes, values 
and beliefs regarding health care. Life expectancy 
increased and severe deformities which were considered 
permanent disabilities years ago, now became correctable. 
By 1970, a certain reverence for physicians, hospitals, 
miracle drugs and medical research had become part of the 
American way of life, creating a certain dependency upon 
the medical profession for life, health and the pursuit of 
happiness. The thinking with regard to personal health, at 
this time, centered around having medical and hospital 
insurance, visiting a physician at the first sign of 
illness and following prescribed advice unquestioningly. 
Public support for Congress to finance medical research, 
building and equipping hospitals and subsidizing the 
education of physicians, nurses, dentists and pharmacists 
was phenomenal. Medicare and Medicaid made all of this 
care possible for those who were not part of other pre-paid 
insurance plans (DeYoung, 1985). 
But with these changes there were also problems. 
Health care expenditures were rising to approximately nine 
percent of the gross national product and this trend 
appeared to be directly related to the technological 
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advances in medicine. Coincidentally, reports began to 
surface suggesting a relationship between higher death 
rates and an increase in the number and complexity of 
surgical procedures. Of no less importance to this 
disturbing phenomena was the fact that prepaid insurance 
plans encouraged hospitalization for surgical procedures, 
even minor ones, by disallowing payment to health providers 
if these procedures were not performed in a hospital. This 
position contributed to not only a greater number of 
hospital admissions, but also to the very real danger of 
iatragenically induced illnesses which necessitated even 
more hospital beds. 
As the larger cities built bigger and better hospitals, 
these hospitals competed with one another to provide more 
extensive services. Computerized axial tomography, 
megavolt radiation therapy units, CCU's, trauma units, 
renal dialysis units, kidney transplant facilities and 
other "high tech" areas became more commonplace in each and 
every hospital, extending even into suburban community 
hospitals. But this technology cost money and it soon 
became apparent to the government and consumer alike that 
funds were not unlimited. Moreover, bigger did not 
necessarily mean better (Levine, 1984). 
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Had the quality of life been improved? Our chemical 
technology was not without problems and soon there were 
difficulties with drug reactions and interactions, drug 
dependency and drug abuse. Food additives and processing 
came under investigation as did insecticides, pesticides 
and fertilizers with regard to contamination of the food 
chain. Hazards in the workplace, water and air pollution 
as well as nuclear accidents were also threats to 
environmental safety. What was killing people was not 
infectious disease but something outside of the realm of 
traditional medical practice. Heart and vascular disease, 
cancer, stroke, accidents, cirrhosis of the liver and 
suicide became the leading causes of mortality statistics 
in the United States and accounted for forty-eight percent 
of the national death rate. These were and still are 
diseases of life style and medical treatment was obviously 
not the answer to lowering this mortality rate (Yeaworth, 
1983) . 
Health versus technology became the issue of the day 
and words only previously descriptive of physicians began 
to be applied to nursing - diagnosis, autonomy, joint 
practice and independent practice. As people recognized 
the need for assuming more responsibility for their own 
federal legislation began funding to be health and as 
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directed toward prevention and health promotion, it was 
once more nursing who was targeted by the government as the 
profession to help with these activities. How much did 
these influences from the social sector affect nursing? 
The nursing profession during the 1970s, in an attempt 
to escape it's "handmaiden" image, capitalized on this need 
and began to stress that nursing focus on disease 
prevention and health promotional activities, while 
medicine focuses on disease detection and cure. With the 
advent of modern medical practice, much of the home and 
community health care became the domain of nursing. 
Nursing became conceptualized as independently teaching 
health, while its dependent functions consisted of carrying 
out those treatments which were part of the medical 
regimen. The concept of self-health coupled with a desire 
for health care and cost containment opened a whole new 
direction of practice for professional nurses (Yeaworth, 
1983). Changes in nursing practice required changes in 
nursing education. Thus, with governmental and private 
support, a small group of nurses began acquiring the skills 
of physical assessment and advanced techniques of diagnosis 
and treatment of acute short term illnesses. A new title 
which served to define this function in nursing emerged - 
the nurse practitioner. 
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What is a nurse practitioner and why did this new breed 
of nurse emerge? The beginning of the nurse practitioner 
movement is traced to a program established at the 
University of Colorado School of Medicine and Nursing by 
Ford and Silver in the mid 1960s (Garland and Marchione, 
1983). It was, at the time, related to national concerns 
about civil rights, health manpower and widespread access 
to health care for all. If all Americans were to receive 
health care, more comprehensively prepared workers were 
needed to deliver these services in out-patient or 
ambulatory settings (Mundinger, 1980). The nurse 
practitioner emerged as an answer to these concerns. The 
idea was to utilize professional nurses in a wider, more 
satisfying way. Pediatrics was chosen as the initial area 
of this development because so much of child care is within 
the scope of nursing. This new nurse was prepared in the 
behavioral, social and physical causes of below normal 
growth and development and care was centered on normal 
growth and development. By the early 1970s, more than 500 
programs were in existence to prepare such nurses (Garland 
and Marchione, 1983). 
Soon, it became obvious that nurses could not only 
safely manage the healthy but also those clients who were 
ill. Thus, practitioners began to enter health care 
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facilities who could diagnose and treat a number of common 
and predictable illnesses. This movement encountered both 
resistance and support from the nursing leadership. Some 
nurses deplored the fallacy of this "expanded role" concept 
and ridiculed the nurse who chose to become a practitioner, 
seeing her as abdicating the role of nurse and becoming a 
"mini-doctor." Others expressed the more logical view that 
the practitioner concept was neither expanded nor 
"physician-extended" but a natural evolution of the nursing 
profession itself. Physician reactions to this new role 
were mixed. Many physicians embraced the concept, 
utilizing this advanced nurse in joint practice settings to 
enhance health care services to clients. Others were 
threatened by this new breed of nurse, viewing the 
practitioner role as an encroachment upon traditional 
medical practice. All reactions by medicine were 
influenced by situational factors such as the size of the 
physician's practice and the physician's personal 
characteristics - the age and the amount of time that had 
passed since completion of medical training. In general, 
the older the physician and the smaller his practice, the 
greater the opposition to the practitioner concept (Garland 
and Marchione, 1980). 
As the practitioner movement grew, 
attracting 
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larger numbers of nurses to its ranks and becoming accepted 
by the general public, the medical profession reacted. No 
one can deny that medicine has long held a monopoly in the 
health care system. The AMA lobbied hard and long for 
strong licensing laws for over fifty years. Medicine even 
strengthened its position in the health care system 
"through the early nurse registration laws that 
institutionalized and gave public sanction to the unequal 
status of nurse and physician" (Donnelly et al. 1980, 
p.202) . The attributes of medicine as a profession are its 
autonomy, its early institutionalization within the 
university, its organization and its skillful use of 
government as an instrument of power. Medicine was not 
about to lose its professional territoriality. 
Although physicians in the past, were willing to turn 
over many procedures to nurses such as temperature taking, 
blood pressure monitoring, and patient observation, they 
attempted to maintain control over the formal 
decision-making process as it relates to patient care. 
Using the legislative process, they skillfully applied 
pressure to keep the laws such that the scope and practice 
of nursing was limited severely before 1971. Well into the 
1970s, the AMA was active in influencing the nurse-practice 
acts on the state level through regulations drawn up by the 
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State Boards of Nursing, Medicine or some combination of 
both boards. With the popularity of the nurse practitioner 
movement came a "backlash" from medicine which led by at 
least one conservative member of the New Jersey Board of 
Medicine has pointed up the problematic aspect of this 
conceptualization of nursing function. "The New Jersey 
board member has claimed that the nurse practitioner role 
is illegal" (Bullough, 1983, p.619). This one particular 
case was not unique. Similar examples occurred throughout 
the entire country and continued to be documented in 
professional literature. 
As the 70s were turbulent socially, politically and 
economically, so it was with nursing as the profession 
prepared to enter the eighth decade of this century, still 
evolving and attempting to achieve its developmental task 
of autonomy through health promotion and theory 
development. To many nurses, the concept of health 
promotion symbolized independent practice while theory 
building was undertaken by nurse scholars to give the 
profession a legitimate academic and scientific base. 
In theory development, the emphasis was on structural 
components and on an understanding of the meaning of theory 
as it applies to nursing (Meleis, 1985, Marriner, 1986). 
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Furthermore, not only had the American Nurses Association 
recognized the significance of theory development but the 
National League for Nursing as well which began to 
encourage a theory based curriculum as a requirement for 
the accreditation of schools or nursing. It didn't matter 
which theoretical framework was chosen for this purpose 
just so long as one was in place to guide the philosophy, 
curriculum and ultimately, the education of students. The 
importance and significance of theory was no longer in 
question but two unsettling issues remained — why were so 
many different theories required to define one profession? 
And why was nursing not able to agree upon one educational 
framework as a unification device for the profession? 
Chapter Two examines both of these issues in the 
contemporary milieu of the 1980s as nursing entered its 
late adolescence, almost on the verge of adulthood and full 
professionalism. 
CHAPTER II 
NURSING EDUCATION AND NURSING PRACTICE IN THE 80s 
Several concerns surfaced in the early 1980s that 
influenced not only nurses and other health care providers 
but consumers of care as well. The economic recession of 
the country, a perceived shortage of registered nurses, the 
continuing high cost of health care and a nursing image 
problem became dramatically apparent. These events served 
to catalyze issues in nursing education and practice as the 
drive toward autonomy continued. 
Chapter two relates these contemporary issues to those 
elements which emerge from the profession's history and are 
responsible for nursing's lack of autonomy - its 
educational system, its constant employee status within 
established institutions, its traditional alliance with 
medicine and its lack of a unified theoretical framework. 
The changing patterns of health and illness care will also 
be addressed as they challenge the development of the 
profession in its drive toward autonomy. 
NURSING IN THE 1980S 
The decade of the eighties began with rapidly rising 
inflation which permeated all levels of American society. 
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Economically, the United States was experiencing a 
recession that affected millions of people. Industry laid 
off workers as companies saw the sales of their products 
decline. The cost of health care, already high, continued 
to escalate, forcing the health care industry to seriously 
address the problem for the first time in many years. 
Hospital administrators, in an effort to control this 
trend, dismissed professional nurses or cut their work 
hours. Other health care personnel suffered the same 
fate. Because of the response to the health movement of a 
decade ago, there were many physicians with fewer 
opportunities to practice. Ambulatory care settings, 
staffed by nurse practitioners, became the next target for 
cost control measures. Administrators replaced those 
nurses with unemployed physicians. This situation forced 
many nurse practitioners to either seek traditional nursing 
positions which were difficult to find or look to 
employment in other fields (DeYoung, 1985). 
Some nurses left the profession altogether, 
disillusioned with a system that could not provide job 
security or satisfaction. Relief from this economically 
driven trend would not be forthcoming from professional 
organizations at the state and national levels. Attempts 
by the ANA to exercise any significant political influence 
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were disappointingly ineffective. Those who remained in 
nursing, found themselves in a precarious position. Valued 
only for their highly developed technical skills, nurses 
saw their practices being confined to the illness 
orientation of the hospital setting - an environment 
which historically has not been conducive to the notion of 
health nor to the idea of autonomy (DeYoung, 1985). 
And yet, despite economic worries, the public continued 
to be concerned with health as pollution and other 
environmental safety issues were not realized (DeYoung, 
1985). Given this dilemma, could any help be expected from 
the political realm in the form of governmental 
intervention? As we shall see, the government did indeed 
reduce illness care costs. However, these interventions 
did little to address the long term health care needs of 
society nor did they have a positive effect on the 
profession of nursing. 
From the Reagan Administration came a new mandate - 
that illness care costs to the government would be reduced 
and this included expenditures for Medicare and Medicaid. 
The cost containment plan set a specific length of stay in 
the hospital for each category of human illness and payment 
was alloted to hospitals for each illness based upon this 
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time frame. For example, an appendectomy was expected to 
be resolved within seven days. The seven days represented 
a statistical average for all appendectomies. If a patient 
who had an appendectomy was discharged home before the 
seventh day, the hospital profited. Conversely, if the 
patient developed post-operative complications and remained 
hospitalized for more than seven days, the hospital 
incurred a loss. Physicians were at least "subtly 
encouraged" by administrators to discharge their patients 
within the prescribed length of stay unless a new diagnosis 
could be made which would ensure continued revenue to the 
hospital (Clement and Carlson, 1986). 
Nurses too, were influenced by cost containment 
measures but in a different way. Patient acuity was 
greater. Prior to 1980, a professional nurse might have 
carried a typical assignment of four or five patients 
two critically ill post-operatives and three patients who 
were nearly ready for discharge. Under cost containment 
programs, the registered nurse was typically assigned four 
or five seriously ill patients. Convalescing patients were 
not to be found on hospital units. They were recovering at 
home. 
While these measures did much to reduce illness care 
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costs related to lengthy hospitalizations, they did not 
address the health needs of consumers once they were 
discharged home - many with complex dressings, treatments 
and drug regimens which still required professional nursing 
esc®* Cost containment practices also placed the 
professional nurse under a tremendous strain, both in the 
hospital and the community (Clement and Carlson, 1986). 
Because nursing is rooted in the practical needs of the 
society it serves, community health nurses responded to 
this need as they had always done. But there were just not 
enough nurses to meet the changing health care requirements 
of the public imposed by the economic and political 
circumstances of the 1980s. Given this situation, how did 
the federal government respond to what appeared to be an 
acute shortage of registered nurses? 
Ever since the mid 1970s, federal funding to nursing 
educational programs had been steadily declining. In the 
early 1980s, the Reagan Administration "zeroed out" 
financial support to nursing education because of a belief 
that no real nursing shortages existed. Therefore, federal 
financial support was not necessary (Peterson, 1985). 
To compound the problem in 1980 and 1981, nurse 
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educators learned that nursing students, who had received 
government loans, were not paying them back. The federal 
government issued stiff penalties and strict regulations 
were imposed upon student's seeking loans (Donnelly et 
al.). Efforts by ANA lobbyists to reverse this decision 
proved to be unsuccessful. Just what federal assistance to 
nursing education will be in the future is difficult to 
judge. Dwindling support could mean costlier programs 
which future students may not be able to afford (DeYoung, 
1985) . 
The economic climate of the 1980's profoundly affected 
not only the consumer of health care but those who provided 
that care as well - especially nurses. The profession 
witnessed a decline in its membership related to cost 
containment practices in the hospital setting while at the 
same time, responding to major demands upon its resources 
from the community sector. An autonomous profession, 
politically effective and organizationally strong, might 
have risen to this challenge in creative, purposeful ways 
rather than with the frustration which resulted. In this 
context, it remains to be seen whether the profession will 
be able to attract future members especially when one 
considers nursing's "image" problem (DeYoung, 1985). 
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In 1980, Beatrice Kalish, a professor of nursing, and 
her husband, a historian, undertook a study to trace the 
evolution of the image of nursing from the Nightingale era 
to the present. They researched novels, movies, radio and 
television to examine how nurses were portrayed to the 
public via the media. The results of this work revealed 
that the nurse of the 1980's was perceived by the public in 
a derogatory light. "Nurses appeared both as very dumb and 
as bright, sensitive individuals. Always the nurse 
appeared as a servant to and taking orders from physicians" 
(DeYoung, 1985, p.26). 
Nurses have always been concerned about their 
professional image. To this end, they have attempted to 
define themselves in ways which have not always been 
productive. Such approaches and nursing's responses to 
recent economic events have only served to project an image 
to the general public of a group of workers who are aligned 
with medicine as paraprofessional technicians. 
The events of the 1980's have clearly magnified the 
profession's lack of autonomy as it approaches the 
developmental stage of adulthood. Bullough (1983) 
considers the characteristics of an autonomous profession 
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to include the power to control the terms, conditions and 
content of its work. Clearly, nursing's impotent responses 
to the economic and political occurences of this decade 
continue to demonstrate an absence of this important 
attribute even after 150 years of existence. 
NURSING'S FAILURE TO ACHIEVE AUTONOMY 
The failure of nursing, as a scientific discipline, to 
meaningfully impact on society is an established pattern 
which emerges from the historical perspective shown in 
chapter one and needs to be examined in more depth. This 
pattern of professional ineffectiveness may be directly 
traced to nursing's educational system, its perpetual 
employee status, its close alliance with medicine and the 
absence of a unified, educational and practice framework 
(Mundinger, 1980). Each of these factors will be discussed 
in relation to nursing's lack of professional autonomy. 
EDUCATION AND THE ENTRY LEVEL QUESTION 
Unlike medicine, nursing has its educational roots in 
the Christian church and not in the university. The 
church's views concerning women have already been 
discussed. The monasteries of Medieval Europe, with 
absolute control over their members, provided a unique 
organizational structure for training its workers. In this 
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environment/ nursing was treated not as an intellectual 
discipline but as a vocation/ a spiritual calling which was 
trained in an apprenticeship type mode (Donnelly et al, 
1980) . 
The monastic organizational structure consisted of the 
novice and three higher ranking groups within the order — 
seniors, middle-class and juniors. Priviledges and duties 
were arranged by the order's rule so that the hardest work 
and the strictest rules fell upon the noviate. This period 
of being a novice was not an easy one in monastic life 
because it was a time to determine fitness not only for 
nursing but for the religious vocation as well. DeYoung 
(1985, p.7) writes that "the fledgling was under constant 
supervision, restriction and isolation." Training 
consisted of scrubbing floors, laundering garments, 
preparing meals as well as bathing and feeding the ill and 
infirmed. Books and lectures were not to be found as 
components of the educational process in early monastic 
nursing orders. The restrictions and supervision of the 
beginning student nurse in the late 1890s and 1900s compare 
closely to the monastic rules of conduct, education and 
promotion of its members, producing an unusually passive 
group of practitioners who were trained til £2. rather than 
t£ tMnii- 
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Although modern nursing was the outgrowth of Florence 
Nightingale's efforts and of scientific development, 
apprenticeship in the field was essentially a method of 
educating nurses while they carried on the nursing work of 
the hospitals in the United States just as the monastic 
nursing orders had done. This educational method reflected 
the societal expectations of women as well as the social, 
political and economic forces, shaping the profession of 
nursing which have already been discussed. Deeply 
ingrained patterns of thought and action are difficult to 
change. Even today, in a supposedly enlightened age of 
civil rights and the notion of equal opportunity for all, 
opposition and conflict continue to be associated with 
where the basic preparation for nurses ought to occur. 
Yet, there are signs of some resolution of this matter 
as evidenced by prospective students and nurses 
themselves. Currently, registered nurse education can be 
obtained in three types of programs — two year colleges, 
hospitals and universities. There are limitations to the 
scope of education of each. Although each program has a 
similar goal — to prepare a nurse — each accomplishes 
this goal differently. 
Inherent in professional nursing practice is the 
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constant evaluation of the practice itself. Such a 
practice requires knowledge, skill and a theory orientation 
rather than a technique oriented one. It requires a course 
of study that best be found in a college or university. 
Therefore, the American Nurses Association has held that 
the education of all those who are licensed to practice 
nursing should take place in institutions of higher 
education and that "the minimum preparation for beginning 
professional nursing practice should be the baccalaureate 
degree in nursing" (ANA, 1977, pp 224-225). However, some 
nurse leaders support the notion of maintaining the three 
different levels of nursing education. In their view, 
these differences in purpose and length of preparation, 
designed to meet society's needs (illness care), provide a 
mechanism whereby the personal career goals of "nurses" 
might be realized by allowing individuals to progress 
within a tiered nursing field. 
The entry level question will continue to generate 
controversy from within and without the profession as long 
as education and practice philosophies differ. Since this 
issue, so central to nursing's professional development has 
already been discussed in chapter one, what remains to be 
emphasized is that if the needs of the public sector for 
health and health education are ever to be met and if full 
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professionalism is ever to be achieved, then the 
baccalaureate degree should be the entry requirement for 
professional practice (Chaska, 1985). 
Adoption of the American Nurses Association position 
means the closing of all existing diploma schools and 
provision of a mechanism for the attainment of a BS for 
nurses who do not currently hold one. This is a problem of 
great magnitude. However, there appears to be some 
consensus within the profession that it is only through the 
standardization and elevation of educational requirements 
that the standards of nursing care can be improved. The 
continuation of multiple types of basic nursing educational 
programs can only perpetuate existing public confusion 
regarding the role and functions of nursing. The theme, a 
nurse is a nurse is a nurse, has not been a unifying one 
(Sargis, 1983). 
Indeed, nursing's long history of passivity and 
obedience to authority, cultivated in an apprenticeship 
mode of learning, reinforced by societal expectations of 
women and perpetuated by deep divisions in practice 
philosophy and theory has helped to create fragmentation of 
what should be a unified profession. DeYoung (1985, p.121) 
appropriately analyzes this situation when she wrote ... 
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nursing education and the entry to practice issue will be 
forced into a decision. Either the profession's 
pronouncement will become a fact or there will continue to 
be three approaches to becoming a registered nurse. When 
the right to practice nursing rests solely with one 
basically prepared individual, then the education issue 
will fall into place." 
NURSING'S EMPLOYEE STATUS WITHIN ESTABLISHED INSTITUTIONS 
The second reason for nursing's failure to contribute 
significantly to the health care system is, as Mundinger 
(1980) states, its employee status in established 
institutions. Without direct access to clients, it is 
impossible for professional status to be achieved. The 
most legitimate employee status for any professional is to 
be hired by the person served. Clients should have the 
opportunity to choose their professional services and pay 
directly for that service. "Commitment to an individual 
care-giver is always more productive in terms of motivation 
and compliance than commitment to an organizational plan" 
(Mundinger, 1980, p.ll). When a nurse is accountable for 
her actions to the client rather than to an institution, 
she is truly a professional. 
Nurses comprise the majority of health care workers, 
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but as a group, they are just that — workers in a 
multi-billion dollar industry whose bosses are typically 
men who hold positions which are accorded more respect and 
deference by society. Greenleaf (1980) tells us that in 
the United States, nursing is one occupation with the 
highest percentage of woman. Although it ranks high in 
prestige when compared to other female dominated 
professions, it falls considerably short of the highest 
rated group — physicians. In addition, it is classified 
by the Department of Labor as professional-technical work 
or labor. Thus, nurses are not only clustered into a 
segregated occupation but one that is associated with lower 
professional status, worth and competence. 
Why do nurses persist in institutional employment 
rather than seeking full independent professional 
practice? Once again, nursing's educational background 
coupled with societal influences has not encouraged nurses 
to become risk takers, leaders or individuals who are 
oriented to outcomes and accomplishments. Also, it is 
comfortable to be an occupational worker whose hours are 
stable, who follows directions, who is secure in a 
hierarchy of organizational authority and is recognized by 
a uniform. Uniforms and caps are symbols that have come to 
identify the nurse to society. However, unless nurses can 
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articulate actions and outcomes of their actions, the 
uniform becomes nothing more than an empty symbol 
(Mundinger, 1980). 
Perhaps the single most important reason why nurses 
become employees rather than independent practitioners is 
because they cannot articulate the range of nursing 
therapies that differentiates them from other health care 
providers. As a result, nurses find it almost impossible 
to delineate those services for which they should be 
engaged and reimbursed (Mundinger, 1980). Nursing's 
continued employee status then, has discouraged autonomy 
which is one of the hallmark of a profession. 
NURSING'S ALLIANCE WITH MEDICINE 
Nursing's relationship to medicine was established 
during the Crimean War when Florence Nightingale and her 
small band of nurses were placed under the control of the 
chief medical officer through official, governmental 
orders. She established beyond any doubt that both 
disciplines were necessary to assist nature in the 
reparative process. Over the years, doctoring and nursing 
were perceived by society as complimentary rather than 
collegial functions, and during the Victorian era the 
society which defined nursing as feminine could readily see 
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doctoring as intrinsically masculine (Ehrenreich and 
English, 1973). If the nurse was the ideal woman, the 
doctor then was the ideal man. Intellect, action, abstract 
theory and pragmatism characterized medicine. The very 
qualities which suited" women for nursing were seen from a 
Victorian standpoint to bar them from medicine. Tenderness 
and spirituality were out of place in the logical, linear 
world of scientific medicine. 
These stereotypes of nurses and physicians as well as 
their relationship to each other were created and 
perpetuated from a basis of religious, philosophical and 
social values which have proven hard to change. Even 
today, in a recent issue of Nursing Outlook. nursing is 
depicted as feminine and nurturing while medicine is 
portrayed as masculine and problem solving (Masson, 1985). 
There can be no doubt that nursing's close alliance with 
medicine has been detrimental in establishing a separate 
identity for nurses. This is especially true in the 
hospital setting where care is medically directed and 
economically oriented. Liberal feminist theory underscores 
this notion, viewing the inequality of women as stemming 
from the political, social and economic imperatives that 
have channelled women into oppressed roles (Chin and 
Wheeler, 1985). 
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The exploitation of nurses by the medical profession is 
well documented not only in feminist but the more general 
nursing literature as well. Lovell (1980) bluntly states 
that medicine practices deception on nurses to lure them 
into believing that nurses and physicians can work as a 
"team" with the physician as team captain. This deception 
is based upon those ties to medicine which were established 
more than 150 years ago in the Crimean War and the societal 
values which assume that nurses are tied to physicians as 
legal, subservient partners. Just as medicine has passed 
down "tasks" to nursing because medical practice has become 
more highly developed and technical, so it has used these 
"tasks" to link nurses more tightly into the hierarchy of 
the hospital which is so medically controlled and operated. 
Although nursing must maintain a professional 
relationship with medicine in order to provide the best 
possible health/illness care to society, the issue of 
autonomy for nurses can best be remedied when the 
profession establishes its entry to practice level as the 
baccalaureate degree and clearly articulates its 
educational and practice goals. It is the position of this 
paper that the acceptance and adoption of a unified 
educational and practice framework will facilitate this 
endeavor• 
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imSIN£’£ LACK QF A UNIFIED THEORY 
Since Florence Nightingale first established the 
discipline of nursing, the development of a knowledge base 
has been agonizingly slow. Indeed, for the most part, 
nursing's theoretical basis has not been viewed as very 
different from that of medicine's. A serious movement 
toward the development of a nursing theory was undertaken 
as nursing education began moving from the traditional 
hospital setting to academic institutions of higher 
learning. It is here that a commitment grew from the fact 
that .while some of the goals of nursing and medicine may be 
related, the essential goals and functions of nursing 
required a body of knowledge that is not provided by any 
other discipline (Chin, 1983). 
With this realization came the efforts of nurse 
theorists to provide an educational and practice framework 
for the profession. What emerged from their efforts were 
central concepts consistent with the discipline of 
nursing. These concepts or domains clustered about the 
nature of nursing, the person, environment and health* The 
following definitions of nursing, person, environment and 
health were drawn from the work of Parse (1981) and 
Faskerud and Halloran (1980) and suggest a growing 
consensus within nursing's academic ranks with respect to 
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each concept. 
The natme OL nursing is generally accepted as that of 
a helping discipline with a primary focus on the 
interpersonal interactions that occur between the nurse and 
the client. This serves to distinguish between nursing and 
medicine in that medicine focuses on surgical and 
pharmacological interventions while nursing views technical 
interventions as being only adjunct to the primary 
interactions. This general description does not clearly 
distinguish nursing from any other helping discipline but 
it does serve as a focal point for establishing nursing 
actions' and nursing knowledge which are necessary to 
promote health and healing. 
The individual is viewed in a dimension of wholeness 
rather than as parts of a system. That this concept poses 
problems in generating knowledge in a manner that is 
consistent with holism in its purest sense is an 
understatement. If the individual is regarded holistically 
or from the meaning of all lived experiences, then the 
rigorous, inductive process of uncovering this structure of 
meaning becomes the methodology of choice. This is a 
radical departure from medicine which sees the person as a 
mechanistic, bio-psycho-social being — the sum total of 
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his parts and utilizes deductive research to generate new 
knowledge. However, when an individual is viewed as parts 
of a system, there can be no commitment to the notion of 
holism. 
The concept oL society/environment is consistently held 
as a critical interacting factor with the individual. It 
is the concept of living — an assumption that the person 
exists with others, evolving simultaneously and in harmony 
with the environment. The individual, co-existing with his 
environment, constitutes rhythmical patterns of living and 
is responsible for all of the outcomes of the situations 
which he creates. This too, is different from medicine 
which views the patient as dependent and passive within an 
ever-changing, hostile environment. 
Health most often is conceptualized by nurse scholars 
as a synthesis of the individual's values selected from 
multidimensional experiences, co-created in an open 
exchange with the environment. Health is also seen as a 
rhythmic process, always changing through the simultaneous 
connecting and separating of the individual with the 
environment and of the individual with others. It is in 
this mode that nursing can best promote health and healing 
through the manipulation of the environment or by assisting 
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the client to achieve awareness in interactive patterns 
with others (Parse, 1981). 
Obviously, nurses agree on the central concepts which 
have been identified in nursing theory. The question is 
why, if so many nurses can generally agree on the 
identification and definition of these concepts, can't they 
agree on one theory of nursing to serve as an educational 
and practice framework. Could not a unified nursing theory 
facilitate language and thus communication among its 
members? If one theory were to be the framework from which 
nurses learned and practiced, could not nurses better 
concentrate their energies on the process of nursing and 
begin to build their own unique body of knowledge? 
A reluctance on the part of the profession to agree on 
a unified theory is reflective of nursing's historical 
development which has been impeded by a variety of social, 
economic and political elements. The result of this 
position is a discipline whose members are isolated from 
each other socially, intellectually and psychologically. A 
sex-segregated occupation emerging from a narrow, 
vocational training to three different levels of 
preparation, functioning in a paternalistic society and 
practicing in an economically motivated, medically 
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dominated environment can hardly be expected to be 
cohesive, creative and scholarly while engaging in the 
pursuit of theory development and functioning as wives, 
mothers. Today, many nurses are still trapped 
psychologically in the ancient stereotypes of women as 
anti-intellectual, over-emotional and victims of hormonal 
imbalances. These nurses continue to exhibit prejudice 
against those of their own sex who attempt to break through 
the sex-stereotyped barriers (Meleis, 1985). Subsequently, 
it is not surprising that nurses, as a group, cannot 
achieve consensus regarding the nature of nursing, its 
practice goals or agreement with respect to a unified 
educational and practice framework. 
As professional nursing continues to evolve in the 
1980s, arguments for and against the adoption of a unified 
model continue. Those who support a unified framework cite 
the unity of language, communication and ultimately, a 
clear definition of purpose. Opponents argue that the 
acceptance of one theory for nursing is premature, 
especially a theory that has not been subject to practice 
application and research validation. Still others argue 
that those theorists who have identified conceptual 
frameworks and constructed their models have vested 
interests in them. It might be difficult for them to 
■ 
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accept another point of view. Practitioners are also asked 
to consider those nurses who have incorporated specific 
models into their practices and may be reluctant to accept 
another. Finally, nurses are asked to think about the 
disadvantage that one unified theory might pose, namely 
that of stifling creativity in the educational and practice 
setting. 
The debate will continue. It is only hoped that 
consensus will be achieved soon because control of one's 
practice is an issue directly related to a clear united 
public image of nursing. Autonomy of practice means the 
freedom to make decisions about and to control important 
aspects of the work for which the professional has been 
educated (Donnelly et al. 1980). And yet, there is always 
an aspect of collaboration amongst professional groups and 
a code of ethics or values which governs each profession. 
These ethics are a safeguard against the absolute autonomy 
of any one profession. 
Nursing is concerned with people all kinds of 
people, the sick, the well, the rich and poor. Because it 
is an art as well as a science, it is nursing knowledge 
that brings the profession into collaboration with a wide 
range of health care providers. If it is an autonomous 
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rather than a dependent profession, it can share equally 
with others in the task of building a healthy society. To 
quote Rogers, (1977, p.28) "Only out of mutual sharing and 
respect among health disciplines can there arise a nature 
and quality of health services that no single discipline 
can provide on its own." 
Nursing in the 1980s and beyond will continue to 
experience the challenges imposed by economic, political 
and social change. If nurses are to control their own 
practice, they must demonstrate a growing expertise in 
practice and published standards of practice, broaden their 
access to political and professional decision makers, 
foster a growing prestige in society, identify goals for 
the profession and build group consciousness. It is from 
this base of collective strength that nursing leaders can 
truly act for the profession. 
Nursing has always demonstrated a concern with 
phenomena that are important to the health of individuals 
and society. There is a commitment to view these phenomena 
in ways that are a stimuli for the generation of new 
knowledge. There are significant signs that education, 
practice and research have reached a point of readiness to 
move toward the development of a unified framework for 
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nursing. In education, the development of master's and 
doctoral programs for nurses has encouraged and promoted 
theory building. In the practice setting, nurses are 
becoming increasingly aware of their potential to make 
significant contributions toward theory development through 
observation and documentation of care related phenomena. 
Nurse researchers are also producing a scope and quality of 
work which equals or excels that of other disciplines. 
Given that most nurse theorists agree on what nursing 
should be, as originally defined by Florence Nightingale, 
it seems entirely appropriate that the canons of the 
founder of nursing be resurrected and re-evaluated for this 
very purpose. The acceptance of a unified educational and 
practice framework by all nurses — practitioners, 
educators and researchers — can be the precise mechanism 
by which nursing can free itself of the medical model once 
and for all and establish itself as an autonomous 
discipline (Chin, 1983). 
the changing patterns qf illness - h GHALLMGE £££ nursing 
More than one hundred years ago. Nightingale clearly 
demonstrated a relationship between health/illness and the 
environment when she decreased mortality and morbidity 
statistics during the Crimean War. Today, one need only 
review the current mortality statistics and patterns of 
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illness to realize that this relationship still holds 
true. Fries (1986) writes that illnesses have changed. 
The illness burden for society has shifted away from acute, 
infectious disease toward chronic, non-infectious 
sickness. Atherosclerosis,cancer, diabetes, emphysema, 
cirrhosis and arthritis make up the majority of health 
problems while only 10 percent can be attributed to the 
infectious process. 
The medical model of disease care evolved from an era 
of acute infectious disease and the "cure" approach to care 
was most appropriate for medical therapy as well as an 
impetus for medical research. However, the current 
national health problems are the result of eating habits, 
smoking, excessive drinking, exercise patterns and the 
quality of the air, water, food and work environments. 
These problems require a preventative approach and the 
collaboration of social scientists with medicine if current 
illness trends are to be reversed. Nursing must be ready 
to meet the challenge as autonomous, scientific 
practitioners whose practice is based upon an appropriate, 
unified theoretical foundation. 
Fries (1986) predicts that the health needs of our 
society in the next 25 years will be dependent upon two 
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basic requirements - the management of chronic conditions 
after they have become symptomatic and the identification 
and control of risk factors which will ultimately place a 
heavy responsibility on the individual for the preservation 
and maintenance of his or her own health. Both of these 
scenarios will result in dramatic changes for nursing which 
will see its practice shift away from acute care hospital 
settings to those of the community and long-term care 
facilities. Once more, social, economic and political 
influences are challenging nursing to further mature in 
order to meet the public's demand for care. This 
maturation will be stimulated by the need for two different 
kinds of nursing functions - different but not new in 
terms of Nightingale's version of nursing. 
The first challenge that nursing education must meet 
will be to prepare a practitioner who "supports the 
development of independent living and self-help amongst the 
infirm while working in institutions designed to foster the 
maximum degree of independence consistent with the 
biological capabilities of the patient" (Fries, 1986, p. 
18) . The second involves a need for health education. 
Such an education includes the screening and identification 
of risk factors to health throughout the lifespan. It is 
in both of these areas that professional nurses can be most 
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adept in providing care to individuals and families, not 
only in hospital settings but in the home and community as 
well. Nurses have always been active in preventing 
emotional and physical problems through health teaching 
related to the individual and his interaction with his 
world. It is now time for nursing to research and I 
believe, validate Florence Nightingale's laws of disease 
prevention and health promotion at a time when the social, 
political and economic climates are portentous. The needs 
of society, combined with a unified profession of nursing 
under Nightingale's theory could be the precise mechanism 
by which nursing reaches its fullest potential as it 
approaches the 21st century. 
In order to determine the usefulness of Nightingale's 
model as a unification device for the profession, it will 
be helpful to become familiar with those theories which are 
currently popular in the nursing literature. Regardless of 
the shortcomings of current nursing theories from a 
unification perspective, they do represent a valuable 
foundation from which to learn and upon which to build. 
The merit of this learning and building process is often 
not recognized by nurses because "we are handicapped by not 
learning nor learning to value nursing theories in our 
formative, educational years and through the negative 
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reactions of the traditional health care system when we 
attempt to use nursing concepts and theories in practice" 
(Chin and Wheeler, 1985, p 76), The example of Florence 
Nightingale as an activist, reformer, theorist and early 
feminist transcends time and can teach a worthwhile lesson 
to those who are willing to listen. 
CHAPTER III 
CURRENT NURSING THEORY DEVELOPMENT 
A theoretical model has three basic applications within 
the discipline of nursing •••• to provide the basis for 
selecting the knowledge to be transmitted in nursing 
education, to guide nursing practice and to give direction 
to nursing research. Many theories or models are utilized 
by nursing to accomplish these goals. Chapter three will 
present four models which are popular today for analysis 
and discussion in order to provide a basis for the purpose 
of this study — the feasibility of uniting nursing 
education and practice under the Nightingale Model. 
THEORY BUILDING - WHAT IS IT? 
What is theory and why use it? There appears to be 
some inconsistency in the nursing literature with respect 
to the definition of a theory which has been used 
interchangeably with the term, model. It is beyond the 
scope or the intent of this paper to engage in an 
epistemological discussion of this issue. For the purposes 
of the problem under study, the definition of a theory will 
be that which as been proposed by Marriner (1986,p.16): 
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Theories are models of empirical real world 
phenomena that identify the components or elements 
of the phenomena and the relationship between 
them. The functions of theory include 
summarization of knowledge, explanation of 
phenomena of interest to the discipline employing 
the theory and provision of the means to predict 
and ultimately, to control phenomena. 
Theory, according to most of the literature on this 
subject, can be arrived at by either deductive or inductive 
means. Deductive theory, as the term suggests, is achieved 
through generalized premises which lead to logical 
conclusions. Inductive theory, on the other hand, is 
comprised of descriptive statements which summarizes bodies 
of empirical propositions, leading to general laws (Riehl 
and Roy, 1974, Meleis, 1985). Many nurse theorists have 
employed the deductive method in theory building, while 
borrowing concepts from other scientific disciplines such 
as business management, physiology, education, sociology 
and psychology. They have used these concepts as 
parameters to look at nursing phenomena. A significant 
amount of theory building in nursing is the result of the 
modification of these borrowed concepts from other branches 
of science as they describe and predict nursing practice 
(Riehl and Roy, 1974). 
Other nurse theorists clearly prefer the inductive 
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approach to theory building which has become more popular 
in recent years. Qualitative approaches to research are 
currently being accepted as valid methodologies in 
academia. Inductive theory formulation begins with 
practical nursing experience and develops concepts from the 
analysis of this experience rather than relying on borrowed 
concepts which may or may not happen to fit. Florence 
Nightingale utilized this very method in formulating her 
theory of nursing in the middle of the 19th century 
(Meleis, 1985). 
THEORY QR MODEL 
What is the difference between a theory and a model? A 
model has come to represent a schematic depiction of 
reality. Marriner (1986, p.21) finds that theories are 
models of some phenomena and fall into two classifications 
— empirical and theoretical. "Empirical models are 
replicas of observed reality" such as a plastic model of 
the human body, while "theoretical models are 
representative of the real world expressed in language or 
mathematical symbols." Theories are a deeper level of 
reality representation than models are and provide the 
working insides of a model. Viewed in this way, a model 
may represent structure while theory connotates function” 
(Riehl and Roy, 1974, p.3). Models help theory builders by 
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providing an observable explanation of the components of 
theory. While Marriner (1986) regards all theories as 
models, she suggests that not all models may be theories 
based upon this classification. 
One function of a theoretical model is to outline 
practice. The daily practice of many disciplines is made 
up of prescriptive elements and a prescription for action 
gives definition to that discipline. In a tangible way, a 
theory can provide laws for actions depending on the 
perspective of the author. These theories can be 
consistent with the discipline's mission and enable 
consumers to identify that discipline's purpose and goals 
(Lancaster and Lancaster, 1981). 
Since the emergence of nursing as a scientific 
discipline, nurses have written about the concepts of their 
profession. However, the work of Florence Nightingale 
marks the beginning of the development of theoretical 
models in nursing. Her goal, that nursing was to put the 
patient in the best possible condition for nature to act 
upon him, prescribed laws of nursing and health which were 
predicated upon environmental manipulation through the 
therapeutic use of ventilation, light, warmth, hygiene, 
sanitation and nutrition as a means to support the 
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patient's recovery and preserve health. Her theory of 
nursing was based upon an evolutionary concept of the 
interrelationship of the person, environment, health and 
nursing, emanating from a philosophy that can only be 
described as holistic (Palmer, 1984, Donnelly et al, 
1980). More than a century passed before nursing would 
respond to Nightingale's challenge to further define her 
laws of nursing and validate them through research. 
What is the relationship of a theoretical model to 
research and education? If the premise is valid that a 
model is but a schematic representation of theory, then a 
model may be seen to stimulate new observations, generating 
predictions concerning events which can then be confirmed 
by research (Hogstel and Sayner, 1986). The research 
process is one of observing reality according to scientific 
principles. Thus, in nursing research, a model supplies 
the foundation for selecting that aspect of reality which 
is to be observed and studied by providing the assumptions 
and values about nursing to be tested (Hogstel and Sayner, 
1986). Marriner (1986, p.28) believes that "although 
theory and research can be viewed as distinct operations, 
they are more appropriately regarded as interdependent 
components of the scientific process." 
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In the past, nurse researchers as well as nurse 
theorists have relied upon disciplines other than nursing 
to generate findings. This approach, while perhaps 
applicable to the profession of nursing, accomplished 
little in providing a specialized body of knowledge which 
prescribed specific actions that could be recognized by 
consumers of care as nursing's. However, in relation to 
the research process itself, the nursing model has the 
potential to function as a guide from defining the problem 
to formulating hypotheses, thus generating new nursing 
knowledge or confirming existing laws. 
Some of the major hallmarks of a profession are a body 
of knowledge and the opportunity to add to that knowledge, 
delete from it or modify its existing state. Therefore, it 
becomes crucial that members of a discipline be involved in 
its research efforts. Without research, it becomes 
impossible to identify and further develop a body of 
knowledge by which the profession can be identified by the 
general public. 
Nursing education has probably made the greatest use of 
theoretical nursing models in order to develop and 
implement the curriculum. The philosophy and objectives, 
the selection of course content, the organization of 
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teaching/learning strategies as well as the evaluation of 
outcomes are expedited by an organizing framework which can 
be provided by a nursing model. It follows then, that 
practitioners of nursing who are educated under the 
philosophy and direction of a theoretical model, will be 
likely to practice nursing according to the beliefs and 
concepts of the educational framework. Considering the 
range of theories from which nurse educators can select 
when an organizing framework is sought, it is not 
surprising that many practitioners of nursing cannot agree 
on the nature of nursing nor upon its goals. 
COMPONENTS Q£ THEORY 
Nursing's drive toward professionalism and autonomy has 
dictated the need for an identifiable body of knowledge to 
guide education and practice. Given that most of modern 
nursing's theoretical models are deductively derived and 
are grounded in many scientific disciplines, it will be 
helpful to become familiar with the components of nursing 
theory so that the analysis of these models with respect to 
their success in nursing's effort to achieve definition can 
best be accomplished. The sources which will be utilized 
for this endeavor are those of Meleis (1985) and Marriner 
(1986) . 
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Meleis (1985, p.147) divides the components of theory 
into structural and functional categories. Those 
structural components include assumptions, concepts and 
propositions while the functional category is comprised of 
the nursing focus, namely: the person, health, nursing and 
environment as well as those interventions which are 
prescribed by theory. In order to ensure clarity, the 
following definitions will be taken from Marriner (1986, 
pp. 16-21). 
Assumption - Beliefs about phenomena one must 
accept as true in order to accept a 
theory about phenomena as true. They 
are not tested but are assumed to 
represent reality. 
Concepts - The subject matter of theory. They 
are symbolic representations of the 
things or events of which phenomena 
are composed. Concepts represent 
some aspect of reality that can be 
quantified. 
Proposition - A relationship statement between two 
or more concepts. 
The functional components of nursing theory: person, 
health, environment and nursing, take into consideration 
the purposes and outcomes of that theory by addressing the 
questions — who is acted upon? What definitions does the 
theory offer for those functional components? Does the 
theory provide insight into nursing interventions? Are 
there guidelines for these interventions? Does the theory 
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provide guidelines for the role of the nurse? Are the 
consequences of the nursing actions anticipated in the 
theory (Meleis, 1985, pp.150-151)? 
wmsim models 
With these definitions clearly stated, the task of 
analyzing four nursing models can be undertaken with 
respect to their impact on the profession's quest for 
definition and purpose. The models selected for discussion 
are representative of systems, interactional, developmental 
and behavioral theory. The assumptions and functional 
components of each model will be tested against a universal 
applicability to nursing education, practice, research and 
social utility. Secondary sources will be utilized for 
this purpose. Finally, each model will be compared to at 
least one aspect of Nightingale's theory which was the 
first to identify the profession to the social world. 
h SYSTEMS MODEL 
The Betty Neuman Health Care Systems Model will be 
presented first for analysis and discussion. The model is 
grounded in systems theory which provides the framework for 
many of the sciences such as economics, sociology, biology 
and physiology. Orem (1979, p.125) defines a system as 
of objects together with relationships between the sets 
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objects and between their attributes. The objects 
constituting the system behave together as a whole; change 
in any part affects the whole." 
Concepts of a systems model include ... boundary, 
stress or tension, equilibrium and feedback which may be 
related to open or closed systems. These terms will be 
briefly defined, utilizing Riehl and Roy, (1974, pp.48-53) 
in order to foster an understanding of Newman's model. 
Boundary - An actual or imaginary line 
forming a closed circle around 
selected variables where there is 
less interchange of energy or 
communication across that line. 
Stress or tension - Differences in the system which 
generate reactive adjustments and 
defenses. 
Equilibrium 
Feedback 
Open system 
Closed system 
- A balance or steady state which 
the system strives to achieve 
amidst the various forces 
operating within and upon it. 
- The gathering of information from 
internal and external sources by 
the system in order to determine 
its status. 
- One which is in contact or 
communication with the external 
environment. 
- One in which there is little, if 
any contact or communication with 
the environment. 
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Neuman's model is an open systems model, based upon 
systems theory. Some of its philosophical foundations 
include: stress and reaction (Selye, 1950) and the views of 
DeChardin and Bernard Marx (1971) which suggest that the 
■properties of parts are determined partly by the larger 
whole within dynamically organized systems". The model 
also parallels Gestalt theory in maintaining that "the 
homeostatic process is the process by which an organism 
maintains its equilibrium and consequently its health under 
various conditions" (Hermis and Meininger, 1986, p.314). 
Several assumptions are made about the person > environment # 
health and nursing. 
The Person is viewed as a unique individual and as a 
composite of common characteristics within a normal given 
range of responses. Each person has evolved a normal range 
of responses to his environment which is known as a normal 
line of defense. Internal lines of resistance attempt to 
stabilize and return him to normal should a stressor break 
through the normal line of defense. 
The Environment is an internal and external one 
comprised of stressors. Each stressor is different in its 
potential to disturb the person's equilibrium. Stressors 
can originate from the physiologic, psychologic, 
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sociocultural and developmental variables of the 
environment at any time and affect the degree to which the 
person is able to defend against one or any combination of 
them. 
is seen as a dynamic composite of the 
interrelationship of the four variables — physiologic, 
psychologic, socio-cultural and developmental which are 
always present. 
Nursing is concerned with all of those variables 
affecting the individual's response to stressors. 
Interventions are directed toward: (1) the identification 
and assessment of risk factors (primary prevention), (2) 
appropriate interventions when symptomology is present, and 
(3) nursing's therapy in the adaptive process which is 
designed to bring the person back to primary prevention, 
(tertiary prevention) (Neuman, 1972). 
Operationally, the model is basically uncomplicated. 
Venable (1974) finds that stressors, which can originate 
from within or without the individual and this includes the 
interpersonal level, attempt to break through the person's 
line of defense. If this defense collapses, the person 
either becomes ill or in cases where penetration of basic 
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structures to life occurs, death may result. The nurse, as 
a therapeutic caregiver, enters the system as an 
interpersonal agent and intervenes at either a primary, 
secondary or tertiary level. Use of this conceptual model 
demands that nurse and client come to some agreement on the 
nature of the problem before interventions can be 
instituted. The model is viewed by some in the health care 
field as an interdisciplinary one because the nursing role 
is not clearly defined and as such, could be utilized by 
any health care provider. 
EDUCflTIQN, PRACTICE. RESEARCH MD SOCIAL UTILITY 
From an educational standpoint, the Neuman Health Care 
System Model has been well accepted by many academic 
schools of nursing and has been used as a curriculum guide 
for a conceptual framework oriented more toward wellness 
than the illness focus of the medical model. Curriculums 
have been built around the model which address four 
concepts 1.) Man as an open system, 2.) levels of 
prevention, 3.) lines of defense and 4.) stress. The 
nursing role is taught as one of a mediator between 
stressors and the lines of defense of the client system. 
Nursing process is systematized into three steps: nursing 
diagnosis, nursing goals and nursing outcomes. A data base 
is obtained to determine variables from wellness and then. 
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goals are established with the client to prescribe change 
in those variables detracting from wellness. Nursing 
outcomes are determined by those interventions described at 
the primary, secondary or tertiary levels. Evaluation 
confirms the desired goal achievement or the need to 
formulate more appropriate goals (Hermis and Meininger, 
1986) . 
The Neuman system model undoubtedly provides a focus 
for educating nurses and for understanding the person and 
his environment. However, is it a focus that can be 
accepted by all nurses or by society itself for that 
matter? The Gestalt approach which views the individual as 
a function of the organism-environmental field, capable of 
being acted upon by stressors, suggests a somewhat passive 
entity, at the mercy of environmental influences especially 
if normal lines of resistance should give way. How is the 
person's potential for growth and continued learning to be 
accounted for within such a theoretical framework? 
This kind of an approach to nursing education directs 
that stressors be identified in terms of defenses and 
prevention as each stressor is different in its potential 
to disturb the individual's equilibrium. This difference 
in potential for each stressor (physiologic, psychologic, 
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sociocultural, developmental), suggests different target 
areas in some aspect of the dynamic composition of the 
total person. For example, physiologic stressors impinge 
upon organ systems while psychological stressors disturb 
the emotional stability of the person. Despite its total 
person emphasis, how can this approach to nursing education 
be viewed as different from that of the medical model which 
also perceives the individual as a system - the sum total 
of its parts? 
Prevention is an important aspect of nursing care and 
was identified as such by Florence Nightingale more than 
150 years ago. And yet, if the person is seen as an 
interacting open system with his environment, being either 
in a dynamic state of wellness or experiencing some degree 
of illness, how is the notion of health to be accounted 
for, defined and achieved. Is there anything to be learned 
from illness or is it just an undesirable state of 
disequilibrium which is to be remedied as soon as possible 
through the identification of risk factors and the 
neutralization of stressors? 
Although the model directs nursing activities on the 
primary, secondary and tertiary levels of prevention, what 
kinds of nursing interventions are to be utilized? The 
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model seems sparse in its contribution to the nature of 
nursing which identifies the profession to consumers of 
care nor does it add significantly to nursing's knowledge 
base other than theories of stress and their effect on the 
equilibrium of the person* While the importance of stress 
cannot be dismissed as insignificant, it is only part of a 
larger whole constituting the person's very special 
relationship with the world in which he lives. 
Has the model provided an impetus for nursing 
research? Hermiz and Meininger (1986) write that Neuman 
herself has several suggestions for using her model to 
evaluate the effects of primary prevention in school aged 
children, to determine what health alternatives are 
available to consumers of care and to research the 
prevention needs ; of people in the middle years in terms ; of 
offsetting disease. Other research endeavors, suggested by 
this model, might include the identification of risk 
factors, methods of prevention, how do normal defenses give 
way, which of the variables that make up the individual 
constitutes the greatest risk to dynamic equilibrium - the 
possibilities are endless. 
Neuman's model has been evaluated by other nurses who 
see it as a means for the provision of a framework for the 
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complete evaluation of the whole person as well as improved 
patterns of communication in the nurse - client 
relationship from an educational and practice perspective. 
As a research guide, it can be useful to evaluate care 
based upon stressor identification and prevention. Some 
see the model as a means for allowing for growth in nursing 
by virtue of its systems foundation wherein everything is 
supposed to be in progressive development. But the 
question has to be asked ... growth toward what end? From 
a system's perspective, can there be any significant move 
away from the medical model with which consumers of care 
have so strongly identified nursing as its legal and 
subservient partner? 
Florence Nightingale described the laws of nursing as 
being the same as the laws of health. In this context, it 
seems justifiable to regard this constant relationship of 
nursing and health as more than one of a mediator between 
stressors and the lines of defense of the client system. 
INTERACTION MODEL 
Interaction theory appeared in the nursing literature 
inbetween the fifties and sixties and tended to 
conceptualize nursing as an interactive process, focusing 
on the development of a therapeutic relationship between 
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the nurse and the patient. In reviewing that particular 
period of time, it becomes apparent that the social, 
political and economic forces discussed in chapter one were 
combining to affect the nature of nursing. Nursing 
responded to an ever growing, mechanized world by moving 
toward a patient centered approach to care. Theory 
building at this time focused on care and the interactive 
process, phenomenology and existentialist philosophy 
(Meleis, 1985). 
Immogene King's theory of social attainment is an 
example of interaction theory and is presented for 
discussion and analysis in terms of its applicability to 
nursing education, practice, research and social utility. 
Meleis (1985, pp. 230-231)) summarizes King's conceptual 
model of nursing in the following way: 
King provided nursing with four sets of concepts 
as part of what she called a conceptual framework 
for nursing. These concepts are central to the 
field of nursing and provide the basis upon which 
she developed a theory of goal attainment, 
beginning with an assumption that nurses as human 
beings interact with patients as human beings and 
both are open systems who interact with the 
environment. Therefore, the personal system 
(nurse and patient) interact with each other in an 
interpersonal system and with the environment that 
she called the social system. 
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Assumptions related to concepts central to nursing 
included: 
R§r?Pn ” a rational, social being who perceives, 
thinks, feels, is able to choose between alternatives, 
actions, set goals, select means toward goal achievement, 
make decisions and have a symbolic way of communicating 
thoughts, actions, customs and beliefs. The person is also 
time oriented and reacting. Reactions are based upon 
perceptions, expectations and needs. 
Environment - There is both an internal and external 
environment which makes up the person. The internal 
environment transforms energy to make adjustments to 
continuous external environmental changes while the 
external environment is the formal and informal 
organization. The social system is viewed as a boundary 
system of social rules, behaviors and practices developed 
to maintain values and provide the mechanisms for 
regulation. The nurse is a part of the patient's 
environment. 
Health - That dynamic life experience of the person which 
implies continuous adjustment to stressors in the internal 
and external environment through optimum use of one's 
resources to achieve maximal potential for daily living. 
119 
Sing - A process of human interaction between the nurse 
and client whereby each perceives the other in the 
situation. Through communication, they set goals, explore 
means and agree on means to achieve goals. 
Nursing Problem - An inability to meet needs for daily 
living. An inability to function in roles. 
Nursing Therapeutics - Transactions, informing, sharing, 
setting mutual goals. participation in discussions about 
goals and means - the use of a goal oriented nursing record 
developed by King for this purpose (King in Meleis, 1985, 
p.233). 
EDUCATION. PRACTICE. RESEARCH AND SOCIAL UTILITY 
Many nurse scholars find areas of concern with King's 
model. Indeed, if any thought is given to the notion of 
interactions and communications between individuals and 
groups as a conceptual framework for nursing, it becomes 
apparent that the entire process only encompasses one 
aspect of nursing care. Thus,a curriculum based upon an 
interaction theory alone would be in serious difficulty 
regarding the assessment and planning of care for infants, 
children, the perceptually impaired, the comatose and some 
psychiatric patients for whom communication is not at 
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either appropriate or conscious levels. Even when one 
considers that nonverbal communication is part of the 
interactive process, as in the cases of psychiatric or 
mentally retarded clients, a great deal of nonverbal 
behavior can only be interpreted rather than validated. 
■Problems in goal attainment arise from the nurse's and the 
patient's inability to establish mutual goals and the means 
to achieve these goals" (Fawcett, 1984, p. 100). 
From a research point of view, the theory could provide 
the direction for studies to seek answers to such questions 
as: what elements in the nurse/client relationship lead to 
transactions or what variables in such a relationship lead 
to transactions. Meleis (1986) has reported that King 
actually accomplished this goal in 1981. Some validation 
of the notion that interaction consists of a verbal and 
nonverbal variable and that the nurse/client interaction 
led to problem identification or environmental hazards, 
with goal achievement through communication, was 
documented. 
However, the use of an interaction theory to achieve 
mutual goals and problem solve, while important to the goal 
of nursing itself, does not add anything unique to the 
nature of nursing. Other health care disciplines also 
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utilize theories of interaction in order to address client 
needs — social workers, psychotherapists, the clergy and 
the law, for example. How then can a theory of 
interaction, while useful in the nursing process itself, 
help define to consumers of care that which is unique about 
nursing? While the theory is consistent with 20th century. 
western beliefs and values about mutual goal setting, a 
desire to know and be informed with regard to care and 
treatment and an emphasis on health achievement and 
maintenance » it is only a part of the whole practice of 
nursing. 
Nightingale's pronouncement that nursing is an art 
which assists the human reparative process toward not 
suffering and as a result, is for the well as much as for 
the sick, is only validated in part by a theory of 
interaction. 
DEVELOPMENTAL HQDEL 
Joyce Travelbee is considered by some to be an 
interactionist theorist. Riehl and Roy (1974) classify her 
work as developmental based upon Chin's 1961 criteria which 
argues that developmental models are those based upon 
growth and change. Hobble and Lansinger (1986) suggest 
that Travelbee perceived a lack of compassion in nursing 
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care provided in the early fifties and felt compelled to 
provide a framework which centered on the caring functions 
of the nurse. A powerful influence upon her work was 
reported to be that of one Victor Frankie, a survivor of 
Nazi war camps and a proponent of Logotherapy in which a 
patient is "confronted with and reoriented toward the 
meaning of his life" (Hobble and Lansinger, 1986, p.197). 
This correlates well with Riehl and Roy's analysis which 
sees Travelbee's theory of the person's response to illness 
as one of passing through specific stages in which he finds 
meaning from illness. These stages include a range of mild 
discomfort at the onset of illness, to anguish and 
indifference in the terminal stages. Growth phases during 
recovery are enhanced by a therapeutic nurse/client 
relationship which utilizes empathy and sympathy. 
Travelbee's major assumptions regarding the person, 
environment, health and nursing are as follows: 
The person - a human being who is a unique, irreplaceable 
individual always in the process of becoming, evolving and 
changing (Travelbee, 1971, p.26). 
Fnvironment - In Travelbee's theory, there is no specific 
definition of environment. What is referred to however, is 
the human condition encountered by all individuals between 
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birth and death - suffering, hope, pain and illness, all of 
which can be equated with the environment (Hobble and 
Lansinger, 1986, p.199). 
Health - Health is seen as either subjective or objective. 
The individual's subjective health status is his perception 
of his own health. Objective health is believed to be the 
absence of disease or disability determined by a physical 
examination and/or a spiritual or psychological counselor. 
Illness is not defined in terms of being healthy or 
unhealthy but rather as a human experience which needs to 
be explored. Suffering, pain, hope and hopelessness are to 
be mediated, through the nurse/client interaction (Hobble 
and Lansinger, 1986, p.199). 
Nursing -An interpersonal process wherein the nurse assists 
the individual, family or community to prevent or cope with 
the experience of illness or suffering and if appropriate, 
to find meaning in the experience (Travelbee, 1971, 
pp.39-45) . 
Meleis (1985) finds that Travelbee's theory addresses one 
of the major concepts in nursing - interaction but one that 
is limited to illness. The interaction concentrates on 
suffering and pain as well as an attempt to give meaning to 
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that illness while achieving growth or change. Therapeutic 
use of self is accomplished through empathy and sympathy, 
whereby the nurse may elect to deal with suffering through 
direct confrontation or through the indirect method of 
sharing experiences. Hobble and Lansinger (1986) believe 
that Hospice Care is one kind of nursing modality where 
Travelbee's model might be very applicable - a setting 
where both patients and families must be assisted in 
finding meaning for suffering and death. 
EDUCATION. PRACTICE. RESEARCH AND SOCIAL UTILITY 
While nursing education has evolved from a disease 
entity approach to one that is holistic and addresses not 
only the physical but emotional and spiritual needs of 
patients, the use of Travelbee's model as a conceptual 
framework for educational purposes and practice situations 
would be limited indeed. Application of this theory could 
only be made to patients who are ill and suffering, who are 
conscious and able to participate in the development of a 
therapeutic relationship and who are physically, 
emotionally and intellectually capable of finding meaning 
in their illness (Meleis, 1985). Educators would find a 
curriculum that stressed the emotional and spiritual 
aspects of care at the expense of the physical dimension. 
In addition, Travelbee's concept of wellness problematic. 
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or health is not well developed nor are there specific 
strategies or direction for health teaching. 
To date, there has been little significant research 
generated by this model, perhaps due to the untimely death 
of the author. Hobble and Lansinger (1986) report that 
some aspects of the one-to-one relationship proposed by 
Travelbee have been quoted by several sources in research 
studies. However, no major research has been published. 
Given that nursing's emphasis today is one of health 
maintenance, perhaps the notion of an illness oriented 
model, replete with assumptions about directional growth 
and change as the result of finding meaning in suffering 
might be inconsistent with values and beliefs of health 
maintenance versus illness as an undesirable state. 
Whatever the reasons, how would consumers of care 
respond to a profession whose major emphasis was one of an 
illness orientation, albeit its caring and humanistic 
qualities? Given that society today is beset with 
economical worries, the high cost of illness care and other 
concerns, it is not surprising that health and the 
prevention of illness are highly prized priorities. A 
model that concentrates nursing's energies on suffering and 
on the meaning of that suffering through the interpersonal 
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process would not only be economically problematic but 
reminiscent of the early monastic nursing orders prior to 
Florence Nightingale - an image not consistent with 20th 
century values and beliefs. 
Nightingale's laws of nursing are based upon the 
proviso that there are two nursing roles — one concerned 
with the prevention of disease which involves health 
teaching. The other is directed toward the care of persons 
suffering from disease. Any model which seeks to give 
direction and identity to the profession has to address 
both of these roles. 
BEHAVIORAL MODEL 
Dorothy Johnson's Behavioral Systems Model, as the 
title suggests, is a systems approach to theory building 
based upon Florence Nightingale's belief that nursing 
should focus on the individual and not the disease 
process. The model is also grounded in the behavioral 
sciences of psychology, sociology and ethnology. Social 
learning, motivation, sensory stimulation and adaptation 
are concepts used to expand the theory (Riehl and Roy, 
1974, Connor and Watt, 1976). 
In order to demonstrate that nursing does provide an 
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identifiable service to society and can be seen as distinct 
from other health care disciplines, Johnson makes several 
assumptions about the person, environment, health and 
nursing. 
xil£ BergQP - is considered to be a behavioral system with 
patterned, repetitive and purposeful ways of behaving that 
link him to the environment. These patterns form an 
organized and integrated whole. Since the person is seen 
as a system of interdependent parts, it follows that there 
be some regularity and adjustment to maintain balance. 
Environment - The environment is made up of all those 
elements that are not part of the person's behavioral 
system which influence the system and can be manipulated by 
the nurse in order to achieve health for the patient. The 
person interacts with and links himself to the 
environment. It is the person's behavioral system which 
attempts to maintain equilibrium with the environment by 
constantly adjusting and adapting to those forces which 
impinge upon it. Strong environmental forces upset system 
balance and threaten stability, demanding unusual amounts 
of energy to restore equilibrium. Thus, when the 
environment is stable, the person is able to interact with 
his environment, utilizing his usually successful 
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behaviors. 
HEALTH - is conceptualized as an elusive dynamic state 
influenced by biological, psychological and social 
factors. It is a value desired by health professionals and 
focuses on the person rather than illness. Health is 
reflected by the integration of all the subsystems of the 
behavioral system. Imbalance is any of the subsystems 
leads to poor health. 
Nursing - is perceived as an external force, intervening to 
maintain the organization of the person's behavior when the 
person is under stress, by imposing regulatory mechanisms 
or by providing resources. Nursing, as an art and a 
science, provides external assistance before and during 
system imbalance and requires a thorough knowledge of 
order, disorder and control. Nursing actions do not depend 
upon medical authority but rather, are seen as 
complimentary. As medical technology places greater 
demands upon nursing, it will become necessary to set 
limits based upon rational criteria. While medicine seeks 
the highest level of biological functioning, nursing seeks 
the highest level of behavioral functioning (Conners and 
Watt, pp.286-287, Grubbs, 1974, p.161). 
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The person, as a behavioral system, is seen as having 
eight subsystems which are interrelated and interdependent, 
ever changing by virtue of learning and experience, 
existing cross-culturally and controlled by biological, 
psychological and social factors. Each subsystem has its 
own structure, function and goals which may be seen to 
cluster about protection, nurturance and stimulation. The 
eight are identified as achievement, affiliative, 
aggressive-protective, dependency, eliminative, ingestive, 
restorative and sexual. They are defined by Grubbs (1974, 
p.171) as follows; 
Achievement - to master or control oneself or one's 
environment. 
Aff1 Hative - to relate or belong to something or someone 
other than oneself; to achieve intimacy. 
Aggressive - Protective - to protect oneself or others from 
real or imagined threatening 
objects, persons or ideas. 
Dependency - to maintain environmental resources needed 
for obtaining help, assistance, permission, 
reassurance and security. 
Fp iminative - to expel biologic wastes. 
Tngestive - to take in needed resources from the 
environment; to maintain the integrity of the 
organism or to achieve a state of pleasure. 
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£.§st<?r?tive - to relieve fatigue and/or achieve a state of 
® i 1 it r i um by replenishing the energy 
distribution among subsystems. 
” to procreate, to gratify or attract or fufill 
expectations associated with one's sex. 
Grubbs (1974, p.173) writes that "individuality of behavior 
is assured by the development of sets. An individual can 
be differentiated in any given moment by the strength of 
his drive, the direction or goal of the drive, his set to 
the situation, his usual choices and the observable 
action." Instability in the behavioral system necessitates 
nursing intervention through identification of the source 
of the problem in the systems, leading to nursing actions 
which result in restoration and maintenance of the 
behavioral system (Conner and Watt, 1986). 
EDUCATION. PRACTICE * RESEARCH AND SOCIAL UTILITY 
Johnson* s Behavioral Model is obviously well developed 
and constructed and has been used by Grubbs and others to 
develop assessment tools based upon the subsystems (Riehl 
and Roy, 1974). However, because so little information is 
provided regarding the role of the patient in the 
preservation or maintenance of his own health, it becomes 
difficult to ascertain whether the patient's role in the 
behavioral context is active or passive. Johnson attempts 
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to clearly delineate nursing's role from that of medicine's 
by focusing on behavioral functioning rather than 
biological systems. This focus requires the use of the 
nursing process rather than a medical approach. 
Therefore, from an educational focus, study would 
center on the patient as a behavioral system and its 
dysfunction, requiring a thorough knowledge of systems 
theory, biological science, psychology and sociology. 
Again, as with all nursing models derived from a base of 
systems theory, the nurse is seen as a mediator between a 
hostile environment and the client's integration of those 
subsystems which make up the whole organism but most 
especially from a behavioral perspective. While nursing's 
role may be seen as distinct from that of medicine's, such 
an orientation overlaps with the psychosocial professions. 
In addition, because the theory focuses on the individual 
and disorder, is there not incongruity with respect to 
nursing's claim to health maintenance and promotion? 
As an impetus for research, Johnson's model receives 
high praise especially in the area of clinical practice. 
Studies have been carried out clinically to evaluate the 
effects of unusual stress on the goals of the system. That 
there is great potential for this model is reflected in 
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research which follows two directions — one toward the 
functioning of the system and subsystems and the other, 
toward problem solving activities in relation to behavioral 
system dysfunction (Connor and Watt, 1956). 
Given that Johnson was concerned about the consistency 
of nursing goals with societal expectations, how would this 
theory of nursing be regarded by consumers? The Johnson 
model of nursing places a heavy emphasis on the 
psychosocial aspects of care and appears to be directed 
toward an individual who is viewed as dysfunctional. The 
model seems geared toward those who require longterm care 
and as such, requires a nurse who has a strong background 
in the psychological and social sciences. Once more, given 
society's concern with health maintenance based upon the 
high cost of health care, the model does not appear to 
provide a mission for nursing that is congruent with 
society's needs or expectations. 
Florence Nightingale envisioned nursing as the means by 
which the health of a nation could be achieved. A 
behavioral systems approach geared toward dysfunctional 
individuals does not appear to be the answer. 
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the dilemma of multiple models 
The examples of systems, interactional, developmental 
and behavioral models, which have been presented for 
analysis and discussion, represent nursing's efforts to 
provide a definition and direction for the profession. They 
also represent an attempt to answer the questions of ... 
what do nurses do, how do they do it and for what purpose. 
When the goal of nursing is clear, then the desired state 
or condition that the client whom nursing is attempting to 
assist, becomes apparent and specific actions for nursing 
interventions ensue. And yet, while all of these nursing 
theories address some aspects of what nursing is and what 
nursing does, none encompasses all of what nursing is and 
what nursing does. Furthermore, all of them are based upon 
concepts and philosophies other than nursing, while 
reflecting to some degree, the philosophy of Florence 
Nightingale. 
If nursing is to be a significant force in the health 
care system, then the profession cannot dissipate its 
energies in many directions at once. The proliferation of 
multiple theories of nursing have represented such an 
energy expenditure with little energy left to meet the 
needs of American health care consumers who are troubled by 
economic issues, threatened by an unsafe environment and 
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struggling to care for elderly family members, while 
attempting to maintain their own health. 
The needs of the nursing profession are also urgent and 
of great magnitude. Roy, (1983) finds that two issues are 
considered of critical importance in nursing today — the 
public's image of nursing and the need for a reformulation 
of the role of the nurse. Thus, because the health care 
needs of society and nursing's professional identity demand 
it, nursing must set priorities for action. A priority of 
the highest order would seem to be a scope of practice that 
is unique and incorporated into the legal definition of 
nursing practice everywhere. 
One way in which this goal can be achieved is through 
the unification of nursing's education, practice and 
research efforts under one theoretical framework one 
which can be accepted and internalized by all practitioners 
of nursing and one which will provide a clear definition of 
the profession to the general public which it serves. 
Although many nurse scholars caution that no one theory can 
ever satisfy personal values, provide congruence with the 
values of other professions and those of society, there is 
one theoretical framework whose basic concepts are still 
practiced by nurses and whose author is instantly 
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recognized by consumers of health care - the achievements 
and the name of Florence Nightingale, founder of the 
profession of nursing. Meleis (1985, p.85) has written: 
Her "notes" in nursing in which she articulated 
phenomena central to the domain of nursing evolved 
from extant nursing practice. The "notes" were 
based on her observations and her experience in 
nursing. They are a living indication of the 
potential of extant nursing practice as a source 
of ideas for theory to describe, predict and 
prescribe nursing care. Her focus on environment 
and health is becoming a more accepted focus of 
nursing. One cannot help but wonder, if nurses 
had continued to consider extant nursing practice 
as the major source of ideas, whether or not the 
theoretical base of the discipline would have been 
at a different level than it is today. 
With hindsight, we can only wonder what nursing in the 
1980s might have been like had it remained grounded in 
Nightingale's framework. 
In the Forward of a book, entitled a Bio-bibliography 
of Florence Nightingale. compiled by Bishop and Goldie is a 
quote taken from a letter to the Editor of the JOURNAL QF 
the ROYAL ARMY MEDICAL CORPS, from Mr. W.J. Bishop, F.A.A. 
Editor of MEDICAL HISTORY. The quote which was a 
contribution to a discussion on Florence Nightingale sounds 
a prophetic warning to those who would seek to shape the 
future of nursing: 
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It is indeed high time that the leaders of the 
nursing profession (and, one might add, of the 
medical profession) read some of Miss 
Nightingale's own writings rather than the 
biographers. They might well begin with the paper 
which she contributed to the nursing section of 
the famous World's Fair held in Chicago in 1893... 
in which she wrote that the sick person must be 
treated rather than the disease, that prevention 
is infinitely better than cure, that universal 
hospitalizations will not give positive health and 
that nursing must hold to its ideals but must 
change some of its methods. "Don't let us 
stereotype mediocrity," she wrote; "we are still 
on the threshold of nursing" (1962, p.5). 
More than 150 years ago, Florence Nightingale identified 
two roles for professional nursing - health maintenance 
and illness care. She also advocated continued growth and 
change for the profession while maintaining the ideals of 
caring and compassion for all. Nursing can be proud of its 
heritage and of its ideals which were generated by a truly 
remarkable human being. 
The human condition of filth and disease in the 
nineteenth century has been replaced by the ravages of 
pollution and lifestyle in the twentieth. What has 
remained unchanged is the magnitude of human need to which 
Nightingale responded so effectively. The remaining two 
chapters in this paper will be devoted to the assumption 
that her canons of nursing are still sound and should 
provide the basis for contemporary nursing education and 
practice. 
CHAPTER IV 
THE NIGHTINGALE MODEL - STILL RELEVANT TODAY 
Florence Nightingale is acknowledged as a nursing 
theorist in her own right in that her "laws of nursing," 
also referred to as laws of health or nature, provided the 
first perspective for defining nursing. Nightingale's 
conceptual model is a compilation of laws which describe 
the relationship between the concepts of nursing, person, 
environment and health. They address activities designed 
to alter a person's environment for restoration or 
promotion of health (Reed and Zurakowski, 1983). This 
chapter will provide a critical examination of 
Nightingale's theory of nursing in an effort to demonstrate 
that it is as appropriate today as it was in the mid-1800's 
and should be the unifying foundation from which future 
nursing theory should flow. 
BACKGROUND QF THE FOUNDER QF NURSING 
Although a great deal of information has already been 
presented about Florence Nightingale and her work in 
preceding chapters, it will be most appropriate here to 
review those aspects of her background which provided the 
inspiration and the resources for one of the greatest 
achievements in history - the establishment of nursing as a 
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discipline and a profession. 
Florence Nightingale was born on May 12r 1820 to Edward 
and Frances Nightingale in Florence, Italy, the city for 
which she was named (Woodham - Smith, 1951). The 
Nightingales were reported to have been affluent and well 
educated members of the Victorian upperclass. In this 
respect, such a heritage amply prepared Florence 
Nightingale for the role she was to play in history. In 
the early years, her education was provided by her father. 
This included mathematics, language, religion, history and 
philosophy. Such an education equipped Nightingale with a 
knowledge and perspective which far surpassed that of many 
men and women of her era. Coming from a class which 
patronized the arts, expressed dissent with organized 
religion and exhibited sympathetic behaviors toward the 
underprivileged classes, Florence Nightingale grew to 
womanhood informed in the arts. She was well read in 
history, philosophy and accomplished in linguistics, 
mathematics and statistics. As a young woman, she 
displayed a keen perception about politics, economics and 
government which was to serve her well in the coming years 
(Palmer, 1984) . 
Gifted with a keen intellect, a superb education and 
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boundless energy, Florence Nightingale found herself locked 
into a society characterized by isolated affluence at the 
upper end of the scale and by pauperism, filth and disease 
at the lower end. Inherent in this disparate society were 
the "acceptable" norms of behavior for women of good, 
Victorian character which included marriage, motherhood and 
very little else (Ehrenriech and English, 1973). 
Palmer (1984, p.14) writes that Nightingale was "an 
alien spirit in the rich and aristocratic sphere of 
Victorian England." Determined to overcome these 
obstacles, she rejected the social circle of the patrician 
class. Her beliefs and philosophy which emerged early in 
life, perhaps as the result of her eclectic education and 
extensive travel, revolved around a certainty that she had 
been called by God to do his work. Thus, her sensitivity 
to the world around her combined with her energy, 
intellect, a philosophical dedication to a higher order and 
an unquenchable desire to find meaning in a world where 
women were stifled and restricted, produced a reactionary 
element in Florence Nightingale. Such a personality 
enabled her to not only organize nursing as a profession 
and as a scientific discipline but to accomplish phenomenal 
reforms in the social utilization of women, national 
health, hospital reform and the military medical reform of 
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Britain and India as well. 
In 1851, Florence Nightingale traveled to Kaiserworth, 
Germany in order to study nursing techniques with the 
Deaconesses. That she found this educational experience 
less than adequate is reflected in one of her many letters 
to her family ... "The nursing there was nil; the hygiene 
horrible. I took all the training that was to be had - 
there was none to be had in England but Kaiserworth was far 
from having trained me" (Nash, 1925, p.45). Upon her 
return to England, she exhibited those qualities which were 
to characterize her personality and her work in the coming 
years - political astuteness, organizational skills, 
determination, sympathy and gentleness. After careful 
study and observation of hospitals, reformatories and 
charitable institutions, she negotiated for the 
superintendent's position at a hospital which was to be 
made available to invalid gentlewomen in London - an 
unheard of endeavor for an English gentlewoman. 
The task was, even by today's standards, phenomenal. 
Florence Nightingale organized and supervised every detail 
related to the operation of the hospital from the hot water 
supply to the placement of the "lift" system in order that 
"the nurse might not be converted into a pair of legs 
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(Nash, 1925, p.61). She also insisted that all gentlewomen 
who were to be admitted to the hospital, not be selected 
nor turned away on the basis of religious beliefs or 
practices. Actually, it had not been her desire to open a 
hospital for gentlewomen at all but rather for those poor 
and destitute women who had no place to go. This 
concession to a hospital for the care of infirm gentlewoman 
was a compromise for the sake of her family who opposed 
such an endeavor in the first place. Florence Nightingale 
distinguished herself well at the hospital, exhibiting a 
readiness to accept responsibility, expert interpersonal 
skills and a close attention to detail which was never too 
small for her personal attention. Nash (1925, p.62) 
comments that "the combination of masterful powers of 
organization with sympathy and gentleness were already 
observed" - qualities which were to suit her well for her 
role in the Crimean War. 
Nightingale's work during the Crimean War and the 
overwhelming obstacles that she encountered there have 
already been discussed. What requires re-emphasis however, 
is that from her work in the Crimean War came a 
strengthened conviction that nursing required organized 
training. 
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After the war, Nightingale returned to England and 
established an educational program for nurses at St. Thomas 
Hospital and at King's College Hospital in London. Funds 
that she had received, in recognition of her service during 
the war, made all of this possible. She had shown the way 
to a new and worthy occupation for women (Cook, 1913). 
Nightingale, whose health was reported to be frail in the 
years immediately following the war, kept in close contact 
with her students and graduates through inspiring and 
encouraging letters. The Nightingale graduates were 
immediately sought out by administrators around the world 
to found new schools at existing hospitals or to function 
as administrators and teachers. 
During her working lifetime, Florence Nightingale wrote 
more than than 15,000 letters to friends and acquaintances, 
who were influential in government. Through them, she 
communicated her beliefs, observations and ideas for 
changes in health care. She published widely and some of 
her manuscripts included: NQTJ£ QM NURSING, NQTES OH 
MATTERS AFFECTING THE HEALTH, EFFICIENCY AND. HQSPjET&L 
ADMT NT STRATION QF £HE BRITISH AEMX, NQTES QN 1M SANITARY 
STATE QF XHE ARMY IN INDIA, NQTES Q£ HQSPITALS * LIFE AND 
death in INDIA as well as many unpublished articles (Bishop 
and Goldie, 1962). England and Europe recognized her 
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contributions to humanity in awarding to her the Order of 
Merit from King Edward VII, a Cross of Merit from Germany 
and France's Secours Aux Blesses Militaires (Woodham - 
Smith, 1951). 
Nightingale continued working and writing about nursing 
and health well into her later years when gradually 
declining vision made reading and writing difficult. She 
died in her sleep at the age of 90 on August 13, 1910 in 
London. Declining burial at Westminster Abbey with other 
"giants" of her era, she was laid to rest beside her father 
and mother in a little country churchyard. On her monument 
was inscribed the letters, F.N. as well as the dates of her 
birth and death (Woodham - Smith, 1951). Nash (1925, 
p.376) sums up this remarkable woman and her service to 
humanity in the following way: 
Is it possible for others to form for themselves 
some image of the play of the active mind, the 
ever - helpful and gracious strength, the warmth 
and gaiety of heart, the profusely generous 
kindness? If the record cannot convey this or 
cannot compose them into a picture of a living 
woman, it can at least tell what she achieved by 
her resolve, her power of seeing and putting forth 
the truth and her faculty of conquering dominion 
over men's minds. Her greatness of character may 
be forgotten .... but her work is not spent. She 
set an example of intensity of purpose in the 
service of the people which has never been 
excelled, perhaps never equalled. As a figure in 
history, she must be judged and her virtues and 
failings appraised by the standards applied to the 
man of action, the public servant, the statesman. 
144 
BASIC CONSIDERATIONS QL IHfi NIGHTINGALE MODEL - SOURCES FOR 
THEORY DEVELOPMENT 
Many factors are seen by historians and nurse scholars 
alike as having influenced Nightingale's theory of 
nursing. Reed and Zurakowski (1983) are probably the most 
accurate in identifying religion. science. war and feminism 
as those forces which were most operant in the development 
of her model of nursing. 
BELISIQN 
The concept of religion usually brings to mind such 
qualities as dedication, love, service, obedience to the 
will of God and the notion of the sin - retribution - 
atonement triad. It is a point of fact that many nurses 
have found the religious aspect of Nightingale's theory 
most difficult to deal with. However, while Florence 
Nightingale might have been the very embodiment of the 
virtues of love, dedication and service to humanity, Cook 
(1913) writes that her religious beliefs would most likely 
have been unsatisfying to proponents of the church and to 
modern philosophers alike because they reflected a search 
for the will of God in the laws of nature and not in divine 
interferences with the law. To understand these laws, from 
Nightingale's point of view, a knowledge of statistics, 
science and philosophy was essential. In a passage taken 
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from Nightingale's, Suggestions fSLL Thought. Nash 
corroborates Nightingale's unusual religious philosophy in 
the following quote ... "it is one of the distinctive 
attributes of man that he is capable of improving his own 
nature" (1925, p.375). Thus, Nightingale's religious 
beliefs revolved around an assumption that man's knowledge 
of the laws of nature released him from the blind 
acceptance of authority and enabled him to act freely, 
consciously and intelligently (Palmer, 1984). Sin, 
retribution and atonement played no part in her belief 
system 
SCIENCE 
The sciences also influenced Nightingale's theory of 
nursing especially the sciences of sanitation, hygiene, 
mathematics and the idea of evolution. Principles of 
sanitation and hygiene were those directly related to her 
own experience and observation in the reform of hospitals 
and in the care of patients documented in her carefully 
compiled statistics. Palmer (1984) finds that 
Nightingale's greatest skills as a researcher were vested 
in her unusual ability to maintain detailed notes and 
records on a wide range of observations, her aptitude for 
ordering and codifying, her talent for using statistics and 
her faculty for the graphic portrayal of data. "Her 
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outstanding capacity to conceptualize, infer, analyze and 
synthesize was revealed time and again as she reviewed 
multiple sources of complex data and abstracted meaningful 
information, related data to a larger universe and 
explained it clearly (1984, p.17). 
Cook (1913) suggests that Nightingale was influenced by 
the evolutionary beliefs of Sir Francis Galton, the founder 
of the science of eugenics, an anthropologist, 
meteorologist and cousin to Charles Darwin who held that a 
mentally and physically superior human being was in the 
process of being evolved under natural forces. It was the 
duty of society to assist in these changes. The concept of 
the person as an evolutionary being clearly manifests 
itself in Nightingale's theory, one in which he is viewed 
as creative and able to pursue his own development. 
WAR 
The Crimean war provided the vehicle by which 
Nightingale could expand and develop her theory of 
nursing. We know that she effectively decreased mortality 
and morbidity statistics through the practice of sanitation 
and hygiene while effectively applying her theories in 
regard to ventilation, light, warmth and the proper 
selection of the diet. Furthermore, a holistic approach to 
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the care of the patient emerged from those listening, 
counseling and comforting activities which her nurses 
performed in the care of the wounded and dying soldiers. 
In addition to the psychological and the physical were the 
sociological aspects of the human condition which were 
reflected in the provision of housing facilities and 
recreational activities for the families of soldiers who 
had accompanied them to Crimea. These activities, 
observations and conceptualizations from a theory building 
perspective provided an inductive means from which 
Nightingale would eventually formulate her laws of nursing 
(Palmer, 1983, Meleis, 1985). 
FEMINISM 
Feminism and human rights issues provided yet another 
facet in the development of Nightingale's theory of 
nursing. Born into a restrictive Victorian world in which 
it was not considered proper for women to display 
intelligence, assertiveness or any interest beyond domestic 
or social events, Florence Nightingale rejected and opposed 
those ideas which were incongruent with her own beliefs, 
observations and experience. In a position paper, entitled 
■Cassandra", she wrote ... 'passion, intellect, moral 
activity, these three have never been satisfied in a 
In this cold and progressive conventional 
woman. 
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atmosphere, they cannot be satisfied" (Strachey, 1928, p. 
395) . Her constant objections to limited social choices 
for women were a powerful influence on her theory as well 
as her concern for human rights for all, well demonstrated 
in her objections to the use of human beings as pawns, to 
be driven by the will of another. "The hungry should not 
be punished for being hungry but should be taught to feed 
themselves" (Nightingale, 1869, p.281). 
Thus, while religion, science , war and feminism 
influenced Nightingale's developing theory of nursing, 
perhaps the strongest determinants were those of her 
education, experience and observations which established 
the logical basis for her philosophy of nursing. 
Definition and Description ol the Per.gan 
While much of Nightingale's theory of nursing may be 
found in her Notes on Nursing > it would be a serious error 
of omission to overlook those papers and letters of 
Nightingale's with respect to her assumptions about the 
person, environment, health and nursing. Some nurse 
scholars seem to have critiqued her theory on the basis of 
Notes on Nursing alone. What emerges is an incomplete, 
distorted version of the theory and the theorist. 
149 
Torres (1985, p.41) finds that Nightingale's concept of 
the person encompasses those vital, reparative processes to 
deal with disease. deGraaf, Mossman and Slebodnik (1986, 
p.68) interpret Nightingale's person as a patient who is 
acted upon by the nurse or affected by the environment - in 
other words, one who is passive and not able to influence 
the nurse or the environment. Reed and Zurakowski (1983, 
p.14) probably provide the most accurate description of 
Nightingale's concept of the person when they wrote ... 
"Nightingale envisioned the person as comprised of 
physical, emotional, social and spiritual components, She 
viewed all persons as equal, transcending biological 
differences, socioeconomic < class, creed and disease.” The 
person is considered to be the central focus of 
Nightingale's model while environmental factors. the 
activities of the nurse and of physicians impact upon the 
reparative process. These authors see in Nightingale's 
work an emphasis on the person's ability and responsibility 
to alter rather than conform to existing situations. 
Mildred Newman, who in 1949 completed her dissertation 
on "Florence Nightingale's Philosophy of Life and 
Education," adds another dimension to Nightingale's concept 
of person which was also found in Cook (1913) — that the 
person is an evolutionary being, constantly growing and 
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developing, open to communication and capable of learning 
universal laws. Thus, the person is seen as being able to 
determine his own life and be free to make choices. 
Learning universal laws provides the person with power over 
his environment and releases him from the blind acceptance 
of authority. Every person is regarded as part of a larger 
society, working toward the discovery of knowledge and 
ultimately, a better society. Human-environmental 
integration then, has to do with education and the exercise 
of thought and mind into purposeful action. This concept 
of person can hardly be regarded as a passive one, at the 
mercy of environmental influences, but rather as an active, 
creative one, clearly reflective of Nightingale's 
philosophy of life and the individual's purpose in his/her 
world. 
DEFINITION AND DESCRIPTION QL Illfi ENVIRONMENT 
From Nightingale's articles, "Suggestions for Thought," 
"Notes on Interrogation" and "Sub-Notes on Interrogation" 
comes a notion of the world (environment) as one of order 
and predictability which has a stable future. Universal, 
natural laws are seen as regulating a system of general 
forces which order the world. Learning these universal 
laws leads to wisdom and wisdom provides the vehicle for 
change and unchange (stability)• 
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The world (environment) consists of metaphysical, 
psychosocial cultural and physical dimensions in which 
persons live. There are no actual environmental 
boundaries. The environment is inside of the person and 
yet, extends outward, infinitely. However, the environment 
does not begin with the person and extend outward; it is 
ever present (Newman, 1949). 
The environment then, is composed of two dimensions: 
!•) A highly generalized, abstract metaphysical, 
psychosocial—cultural world and 2.) the very specific 
environment in which the person is located. There can be 
no doubt that this description of the environment is 
implied in Nightingale's writings rather than explicitly 
recorded. What must be remembered is that Nightingale did 
not express her theory in today's terminology nor in neat, 
compartmentalized categories for the convenience of modern 
critics. Her beliefs regarding her world and the 
environment are very much in evidence, scattered throughout 
her voluminous writings and are readily available for 
review and analysis. 
Twentieth century critics of Nightingale's theory of 
nursing have characterized her beliefs about the world 
(environment) in the following ways: 
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Torres (1985, p.41) - those external conditions that 
affect life and the development of 
the individual. The focus is on 
ventilation, warmth, noises and 
light. 
deGraaf, Mossman and - The chief source of infection ... 
Slebodnik (1986, p.68) those elements external to and 
which affect the health of the sick 
and healthy person, including 
everything from food and flowers to 
the nurse's verbal and nonverbal 
interactions with the patient. 
Reed and Zurakowski — those physical elements external to 
(1983, pp.14-15) the patient which affect the 
healing process and health such as 
noise, air, temperature and other 
meaningful stimuli. 
None of these interpretations of Nightingale's concept of 
the environment acknowledges any possibility that the 
environment might be a two dimensional one, composed of 
internal and external elements in which the individual has 
the ability and responsibility to achieve human 
environmental integration through a knowledge of universal 
laws. These modern explanations foster an assumption that 
the person is indeed at the mercy of a "hostile" 
environment with very little power or resources with which 
to alter or control his destiny. Nightingale's philosophy 
of life and indeed, her life's work, contradicts such a 
conception. 
DEFINITION AND DESCRIPTION QL PSALTH 
Nightingale (1882, p.1043) defines health "as not only 
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to be well but to be able to use every power we have." 
Health was also conceptualized as the presence of all of 
the essential elements for the best possible human — 
environmental integration — those of the physical, the 
psychological, the social, the cultural, the intellectual 
and the spiritual (Newman, 1949). 
Nightingale believed that learning the laws of life and 
of death were important to health and because the 
principles of health were still being discovered, it was 
essential to keep on learning through observation and 
experience. This learning process necessitated that the 
senses, by which knowledge of the world is derived, be in a 
healthy state. She defined the laws of health and the laws 
of nursing as the same (Nightingale, 1899). 
Nightingale believed that the absence of the essential 
elements would lead to human pain and suffering and that 
ignorance of universal laws contributed to suffering. 
"Disease, at some point or another, is more or less a 
reparative process" (1899, p.5). "Sickness or disease is 
nature's way of getting rid of the effects of conditions 
which have interfered with health. It is nature's attempt 
to cure — we have to help her" (1882, p.1043). Thus, 
health is considered by Nightingale to be a higher level 
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concept than disease. it encompasses the process of 
disease and of human potential. Disease is a condition 
under the individual's control. Therefore it is a human 
responsibility to keep the senses of information and its 
sources in a healthy state (Newman, 1949). 
Present day critics more or less concur with 
Nightingale's description and definition of health but do 
not go far enough in emphasizing the individual's 
responsibility in preserving and maintaining that state. 
DEFINITION hm DESCRIPTION Q£ NURSING 
Reed and Zurakowski (1983) find that Nightingale 
describes two different types of nursing — sick nursing 
and health nursing. Both sick nursing and health nursing 
were "to put the patient in the best condition for nature 
to act upon him" (Nightingale, 1899, p.75). Nursing was 
also defined by Nightingale as an art and a science, 
requiring an organized, practical and scientific education 
(1882). Nursing, as an art, assists the human reparative 
process toward not suffering through making use of the 
essential elements. Nursing does not increase human pain 
or suffering nor does it interfere with the reparative 
process (Newman, 1949). Nursing also endeavors to promote 
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patient activities toward their own reparative process 
(Nightingale, 1899). 
Nightingale perceived that nursing actions were the 
result of knowledge, observation and reflection. This 
nursing process was the result of carefully compiled data 
that involved asking patients of their own experience 
which, when combined with the nurse's own observations, 
provided the basis for nursing actions. "Nursing needs its 
instruments nearly as much as surgery, and yet more than 
medicine. The physician prescribes for supplying the vital 
force — but the nurse supplies it" (Nightingale, 1882, 
p.1043). Nursing, according to Nightingale, required an 
inquiring attitude, intelligent understanding and studied 
observation — all the result of the educational process. 
The focus of nursing activity was those laws of health 
or nursing which Nightingale wrote about in detail in her 
"Notes on Nursing." They provided a framework for nursing 
which are still applicable today and need to be considered 
in the health care and teaching of 20th century clients. 
These laws addressed: 
Ventilation and warming 
Sanitation (Home and Hospital) 
Petty management (unit or ward management) 
156 
Noise 
Variety 
The diet 
Bed and Bedding 
Light 
Cleanliness (Room, personal) 
Chattering hopes and advices (Interpersonal 
skills) 
Observation of the sick (nursing process) 
(1899, 1882) 
Ventilation, warmth and coolness as defined by 
Nightingale, involved "the removal of air poisoned by the 
breath and other human emanations and supplying its place 
with fresh air" (1882, p.1043). That the quality of the 
air affects human functioning is a concept that is well 
regarded today in the health of human beings, not only as 
it impacts on those who are ill. Nightingale even 
discussed the benefits of moist, cool or heated air with 
respect to cases of bronchitis and other respiratory 
conditions. 
Light and cleanliness were also considered to be of 
great importance, second only to fresh air. "Fresh air 
must be sun-warmed, sun-penetrated air" (1882, p.1044). 
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The benefits of sunlight upon the human body would later be 
validated by the discovery that exposure to the sun is 
essential for the synthesis of Vitamin D in human beings. 
Cleanliness was considered by Nightingale to be life itself 
to the patient "clean air* clean water, clean 
surroundings and a fresh atmosphere .... are the true 
safeguards against infection. You cannot lock-in or 
lock-out the infectious poison; you cannot wall-out 
infection. You can air it out, diffuse it and clean it 
away" (1882, p.1044). 
In her discussion of bed and bedding. Nightingale 
displays a remarkable knowledge of the elimination 
functions of the body ... "an adult in health exhales by 
the lungs and skin in twenty-four hours three pints at 
least of moisture, loaded with matter ready to putrefy; in 
sickness, this quantity is often greatly increased, the 
quality more noxious" (1882, p.1045). Thus, the necessity 
for absolute and unconditional cleanliness not only of the 
patient but of his bed and bedding or else ... "the patient 
has had re-introduced into his system the disease 
emanations from himself to eliminate which from his system 
Nature had appointed the disease" (1882, p.1045). The 
discussion on cleanliness, bed and bedding and sanitation 
covers every aspect of patient care from the skin to walls, 
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floors, bandages, disinfectants, utensils, bedpans and 
urinals. 
Asepsis and the concept of isolation techniques were 
also addressed by Nightingale in her lengthy discussion of 
precautions against "finger poisoning" in which she directs 
nurses toward the necessity of strict handwashing, the use 
of forceps and the judicious employment of carbolic acid 
and carbolic soap as methods of protecting both the nurse 
and the patient from infectious agents. She further 
advises nurses to protect their own health through 
cleanliness, adequate rest and proper nutrition. "The 
nurse must be taught the nature of contagion" (1882, 
p.1047). 
Nutrition was a nursing therapy which Nightingale 
considered critical to the reparative process. "If a 
patient is sick after taking food or drink, or feverish or 
faint or turpid, it is often a symptom not of the disease, 
but of the nursing" (1882, p.1047). Nightingale believed 
that, during illness, the body craved what was necessary 
for the reparative process. "The patient's stomach is the 
laboratory and also the chemist" (1882, p.1047). "Organic 
chemistry is useful as all knowledge is when we come face 
to face with nature, but it by no means follows that we 
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should learn in the laboratory any one of the reparative 
processes going on in disease" (1882, p.42). This belief 
is validated today by medical and nutritional research 
which has proven that in the absence of essential 
nutrients, the appetite will be influenced to crave those 
foods which are necessary for health. 
Other nursing therapies were also defined and discussed 
by Nightingale. Dressings, burn care, the administration 
of medications, catheterization, trusses, casts, traction, 
the use of friction, massage, poultices, syringing and 
douching, the making of beds (occupied, unoccupied, 
surgical and contagious) the management of hemorrhage by 
compression and tourniquet, bandaging, subcutaneous 
injections, inhalation treatments, the application of dry 
and moist heat — all comprise a list of nursing 
therapeutics that are still employed by professional nurses 
today. 
Observation and reflection have already been discussed 
elsewhere in this paper and can be seen to encompass the 
assessment, planning, implementing and evaluation aspects 
of care delivered by the professional nurse. Nightingale 
was explicit about this process and its importance so that 
the nurse would "understand to know exactly (what) to do 
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and to tell exactly, in such stupendous issues as life and 
death, health and disease" (1882, p.1043). This scientific 
approach to nursing was essential ... "to enable the nurse 
to act for the best ... not as a machine but as a nurse, 
not like Cornelius Agrippa's broomstick which went on 
carrying water, but as an intelligent and responsible 
being" (1882, p.1043). 
Noise, variety, chattering hopes and advices were 
Nightingale's method of addressing the interpersonal 
aspects of patient care. She was well aware of those 
psychosocial elements which were capable of serving as 
disruptive influences in human-environmental integration 
and on the mind-body connection. "Whatever a patient can 
do for himself, it is better for less anxiety ... 
apprehension, uncertainty, waiting, expectation, fear of 
surprise do a patient more harm than any exertion" (1899, 
p.19). Listening, comforting and counseling were advocated 
as nursing interventions by Nightingale. Anxiety may be 
relieved by "walking, being with others, taking meals with 
others, talking and helping the sick to vary their 
thoughts" (1899, p.19). And as to the physical effects of 
the surroundings on health ... "No one who has watched the 
sick can doubt the fact that some feel stimulus from 
looking at scarlet flowers and exhaustion from looking at 
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deep blue" (1899, p.35). These beliefs are currently under 
research with respect to their influence on the body's 
immune system and their long range impact on health and 
disease (Diamond, 1979). 
Petty management included the principles and practices 
of administration and ward management as well as planning 
care, recording and record keeping with regard to patient's 
vital signs and other indicators of health and illness. All 
of these activities were designed by Nightingale to promote 
health and prevent illness and all are still performed by 
practicing nurses today. Careful documentation provides 
the means by which evaluation of outcomes of care can be 
determined while management principles and practices foster 
organizational and administrative skills. 
Thus, Nightingale's approach to theory development may 
be seen as the organization of experiential knowledge into 
empirical generalizations arrived at primarily through an 
inductive approach. Her laws of nursing were derived from 
experience. Reed and Zurakowski (1983) suggest that 
Nightingale's approach to theory development resembles one 
of a participant - observer or a qualitative methodology. 
It is from this basis, in association with the erroneous 
notion that the person is a passive receptacle in terms of 
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his environment, that Nightingale's model has been 
criticized by modern theorists. 
CRITICISMS 
Most theorists seem to agree that four central 
components in Nightingale's model are readily apparent — 
the person, environment, health and nursing. After this 
point of agreement, discord follows. Reed and Zurakowski 
(1983) find that the relationship between the components 
are explicit with the person having a key role in his or 
her own health. deGraaf, Mossman and Slebodnik (1986) 
disagree with this evaluation, finding no clear 
relationship between the components and interpreting the 
person as having a passive role within his environment. 
Torres (1985) seems undecided, finding the concepts only 
vaguely defined while maintaining a general enthusiasm 
about the model in stating that it "offers a lot in terms 
of guiding practice and research in its generalizability 
and simplicity (1985, p.42). And yet, the very 
generalizability and simplicity of Nightingale's model are 
important factors especially when modern theorists have 
agreed that the model is not only consistent but adequate 
in terms of other scientific presentations. Many of 
Nightingale's laws of nursing are at a testable level of 
abstraction and some have already been validated through 
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research the importance of sunlight to the human body, 
the effects of color on the immune system, the effects of 
environmental pollution on human health, the importance of 
asepsis in the care of contagious diseases not only in 
terms of the nurse, but the patient whose own immune system 
may need to be protected from infectious organisms. 
However, even though the model is considered by many to 
be comprised of related observations and facts, Reed and 
Zurakowski (1983, p.19) find that it lacks complexity 
because its postulations are too readily apparent. "The 
laws", while describable events, fail to propose 
hypothetical explanations as to why certain relationships 
exist, while at the same time, doing little to stimulate 
new ways of looking at phenomena. One has to wonder how 
the profession of nursing might have evolved if theorists 
and researchers had developed Nightingale's hypothesis 
about the reparative process in relation to health and 
illness. The reparative process or healing certainly has 
stimulated new ways of regarding health in other 
disciplines if not in nursing. Biofeedback, meditation, 
therapeutic touch, massage, and other stress reduction 
techniques are currently under study as modalities of 
assisting in the reparative process towards the maintenance 
of health. If nurses were unified under a Nightingale 
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model, would not these therapies have been grounded in 
nursing knowledge rather than in that of other disciplines? 
RELATIONSHIP 10 HVRSINg RESEARCH. EDUCATION. PRACTICE 
It must be remembered that Palmer (1984) identified 
recording, communicating, codifying, conceptualization, 
inference, analysis and synthesis as the research 
techniques that Nightingale utilized. Her methodology, 
while basically inductive, also possessed some of the 
attributes of the historical, explanatory and the 
comparative. And yet. Nightingale's approach to theory 
building is criticized by today's standards because she 
viewed seeking the truth towards wisdom and practice as 
corresponding activities. Walker (1971) has stated that 
the relationship between practice and theory building must 
clearly differentiate between those goals and activities 
concerned with the development of theoretical knowledge and 
those concerned with the deliberate use of knowledge. 
Failure to distinguish between the two activities could 
limit the knowledge which seeking the truth could offer 
practice. 
Although Nightingale's methodology is not considered 
appropriate today by those who set the quantitative 
standards for theory development, it cannot be denied that 
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her theory of nursing has the potential for generating new 
nursing knowledge that could be incorporated into nursing's 
knowledge base and ultimately, be utilized to further 
expand her evolutionary theory of nursing. To continue to 
seek truth and wisdom was a challenge that Nightingale 
issued to future generations of nurses. To alter and to 
change permeates her belief system. Her theory of nursing 
is not immutable but rather, anticipatory of evolution and 
growth. 
Torres (1985) believes that nursing has not yet begun 
to validate Nightingale's theory within the context of the 
health care system and the nursing environment. Research 
questions that could lead to testable hypotheses within a 
practice framework might include: what effect does the 
hospital environment have on the reparative process in 
terms of noise, light, nosocomial infections and other 
environmental hazards? How does nutrition interface with 
the reparative process? How much authority does the nurse 
really have in altering the patient's environment in the 
hospital setting? What are patient perceptions of the 
reparative process — how does he heal? These are but a 
few of the questions generated from Nightingale's theory 
that could guide research and ultimately, add to nursing's 
knowledge base, culminating in specific nursing therapies 
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and guidelines which could give definition and purpose to 
the profession. The echo of Nightingale's belief that the 
principles of health are still being discovered transcends 
time and gains validity in a generation of environmental 
pollution and incurable, infectious disease. 
Nightingale's educational philosophy and her efforts in 
developing standards and establishing schools of nursing 
have already been discussed. "A good nurse of twenty years 
ago had not to do the twentieth part of what she is 
required (to do) now." And every five or ten years, a 
nurse really requires a second training" (Nightingale, 
1882, p.1043). These words reflect a commitment to 
continued learning, a belief which has really only reached 
fruition in the past five years or so, and has been 
mandated by Boards of Registration in Nursing through the 
requirement of specific continuing education credits. 
Nightingale's humanistic and evolutionary ideas of the 
person, health, environment and nursing has the potential 
for providing an organizational framework for schools of 
nursing which could prepare practitioners, competent to 
practice sick nursing and educated to teach well nursing, 
who are intellectually stimulated, assertive, politically 
astute and research oriented toward expanding nursing 
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interventions as they affect the reparative process. 
Students of nursing would be encouraged to provide care 
based upon an assessment of those essential elements which 
affect human-environmental integration - the physical, the 
psychological, social, cultural, intellectual and 
spiritual. Care plans would be based upon the experiences 
of the patient and the observations of the nurse. Theories 
and strategies of health teaching would need to become a 
part of the core curriculum as Nightingale believed that 
the laws of health and the laws of nursing are the same. 
The formal educational experience would reflect the sick 
and well aspects of nursing care which are so consistent 
with the health needs of society today as described by 
Fries (1986) in Chapter II. 
Torres (1985) finds that Nightingale's theory of 
nursing is well supported by other scientific theories 
which are utilized in contemporary nursing practice — 
those of adaptation, need and stress. Torres (1985, p.46) 
summarizes this conviction in the following way: 
Adaptation reflects man's adjustments to forces 
that confront him. Such forces are viewed in the 
context of the total environment. The success or 
nonsuccess of the adaptive response of man may be 
seen by reviewing the environmental forces 
described by Nightingale. Man's ability to allow 
nature to act on his behalf as influenced by his 
environment may lead to either adaptive or 
maladaptive responses. 
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With respect to needs theories, Torres finds that basic 
human needs such as oxygen, food, warmth, etc. are those 
alrea<3y described by Nightingale in her laws of nursing. 
Maslow's hierarchial order of needs which places 
physiological needs first and emotional and social needs as 
less significant for survival, support Nightingale's laws 
of nursing (1986, p.47). 
Stress theory also supports Nightingale's belief that 
the environment is important to the reparative process. 
Stress may be considered any threat or change in the 
environment with which the individual must cope. Stress 
may be positive or negative depending upon its perception 
by the individual involved. In a like manner, poor air, 
polluted water, dark, damp rooms, insufficient nutrition 
and filthy surroundings may be considered negative 
stressors which affect the person's health potential. 
Conversely, quiet, sunlight, ventilation, cleanliness, 
positive interpersonal relationships, intellectual pursuits 
and proper nutrition reflect positive stress which promotes 
the reparative process (Torres, 1985). 
The important point to be considered here is that 
Nightingale did not "borrow" theories such as these to 
explain or predict. She developed her theories based upon 
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observable phenomena and experience. Current theories 
corroborate and give validity to her beliefs which are as 
appropriate today as they were 150 years ago. 
Can Nightingale*s model of nursing be useful as a 
unification device for nursing education and practice as it 
exists today? Despite the problematic aspects of 
epistemology described by modern critics. Nightingale's 
theory could well be the foundation from which all future 
nursing education, practice and research efforts should 
flow for several very good reasons. 
First of all, it is a theory of nursing derived from 
the practice of nursing through observation, experience, 
synthesis and conceptualization. It is a humanistic theory 
which describes a relationship between an evolutionary 
concept of the person, acting on and being acted upon by 
the environment in order to achieve human-environmental 
integration. That Nightingale did not produce a measurable 
definition of health seems to be of relative unimportance 
at this time for two reason — 1.) no one else has 
successfully achieved this goal and 2.) as Nightingale 
observed, the principles of health are still being 
discovered. Nightingale's definition that health is not 
only to be well but use well every power we have implies an 
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integration with the world in which the individual grows, 
develops, works, loves, hates and dies in search for 
wisdom. That humans are creative, thinking, active beings 
with the power to alter and change their circumstances for 
the better is a concept which could be acceptable to the 
majority of nurses and to society itself. 
Secondly, because nursing is defined by Nightingale as 
having two roles — sick nursing and well nursing, this 
conception of the profession interfaces well with the 
projected health needs of society as it approaches the 
21st. century as described in Chapter II. Nightingale's 
prescriptive laws for nursing actions, which are already a 
part of contemporary nursing practice and serve to define 
the profession to consumers of care, can be further 
developed and expanded through research and practice. 
Nightingale's identification of the reparative process 
itself may be the means by which nursing can delineate 
specific interventions which can be incorporated into a 
legal definition of nursing, be recognized as a privilege 
of the profession and be reimbursed accordingly. Healing 
modalities such as therapeutic touch, meditation, stress 
reduction, massage, some aspects of accupressure as well as 
and nutritional therapy may be therapeutic communication 
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nursing's legalized "tools* of the future by which to 
assist nature in the reparative process. 
The century old problem of nursing's close alliance 
with medicine and its subsequent perception by the general 
public as subservient to medicine without an autonomous 
skill or service to offer the consumer may be in part 
alleviated by the notion of the reparative process as it 
relates to nursing and medical functions. Nightingale's 
theory clearly distinguishes nursing from medicine in that 
neither cures — only nature cures through the reparative 
process. Medicine assists nature by active invasive means 
but does nothing more ... and what nursing has to do is to 
put the patient in the best condition for nature to act 
upon him. Her theory provides for a collegial relationship 
between nursing and medicine - one in which nursing is 
considered as important as medicine, if not more so, to the 
restoration and preservation of health. Clearly, this 
belief became reality in her remarkable achievements during 
the Crimean War. 
Florence Nightingale's stance on feminist and human 
rights issues might well serve to unify a divisive 
profession whose members are primarily women. A unified 
theory of nursing, developed by a woman who espoused the 
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cause of women everywhere from the right to education to 
adequate pay and support systems, might serve as an example 
to foster solidarity and caring amongst its members. 
Further yet, her genius for organization and political 
prowess could provide the impetus for nurses to move toward 
autonomous, independent practice through political and 
legislative action. Given such an example of inspiration 
and accomplishment, is it not time to unify nursing's 
education, practice and research efforts under the 
Nightingale model and follow the example of such a unique 
human being who gave to the world the discipline of 
nursing? 
In the remaining chapter. Nightingale's model will be 
"modernized'' in terms of phraseology and an assessment tool 
by which to guide education and practice. In addition, it 
will also provide the basis for a discussion of those 
events which led to the implemention of the Nightingale 
philosophy as the organizing framework for the Department 
of Nursing at Worcester State College. In retrospect, it 
was Nightingale's participant-observer approach to research 
and theory building which provided the inspiration and the 
methodology for the final phase of this study. 
CHAPTER V 
THE NIGHTINGALE MODEL - A FUTURISTIC VERSION 
OF UNITY AND PURPOSE IN PRACTICE 
More than 100 years ago, Florence Nightingale published 
her work which identified the holistic nature of the 
individual and the multitude of ways in which the 
individual's environment was important to health and 
wellness. One of Nightingale's most important messages to 
nurses lies in her understanding of how nursing is related 
to the whole of society including economic and political 
contexts. She knew that effective nursing practice 
required a liberal education, intellectual and reasoning 
power, adequate pay and support systems. The scope of the 
model is broad enough to remain relevant to nursing today 
despite the fact that it has been criticized with respect 
to its applicability to research and ultimately, to nursing 
education. The following is a vision of what nursing could 
be like under a modernized Nightingale Model through its 
adoption as the organizing framework to guide the 
curriculum for students of nursing at one institution, 
Worcester State College. 
IMPLEMENTATION AND PROBLEMS 
One of the best ways to determine a theory's 
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applicability and at the same time, discover its 
limitations, is by putting it into practice — not an easy 
task since there are few schools of nursing that are 
philosophically willing or financially able to transform an 
entire curriculum for the purposes of a research effort. 
Given this predicament, it seemed more realistic to 
participate in a curriculum workshop which was being held 
by the faculty of the Department of Nursing at St. Joseph's 
College, Hartford, Connecticut, whose guiding philosophy is 
that of Florence Nightingale. The faculty were 
enthusiastic and generous in their willingness to share 
ideas for the implementation of Nightingale's model and 
plans for future change. It was a classic example of what 
professional commitment toward collaboration for the unity 
of the profession could be like. And yet, as stimulating 
and productive as the experience was, all that could be 
gained was an abstract conceptualization of what might be. 
In May, 1986, the faculty of the Department of Nursing 
at Worcester State College, while undertaking a painstaking 
curriculum revision, came to the realization that the 
project could not be completed without an organizing 
framework. 
This fortunate situation is reminiscent of Engels in 
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Sartre's Search id. a Method, who wrote ... 
it is men themselves who make their history, but 
w^hin a given environment which conditions them 
and on the basis of real, prior conditions among 
yhich economic conditions —— no matter how much 
influenced they may be by other political and 
ideological conditions — are nevertheless, in the 
final analysis, the determining conditions, 
constituting from one end to the other the guiding 
thread which alone puts us in a position to 
understand (1968, p.31). 
The social and political climates were ■right" for the 
curriculum revision which was underway. The Board of 
Regents and College Administrators had sanctioned a 
proposal for a four year program to prepare professional 
nurses in addition to the program for upper division 
registered nurse students which had been operational since 
1974. Studies completed a few years ago indicated the need 
for a four year baccalaureate nursing program in Central 
Massachusetts especially with existing diploma programs 
closing and the ANA mandate for the B.S. as the entry level 
requirement for professional practice, gaining in strength 
and popularity. From a political and economic standpoint, 
it would be advantageous to have that program located in 
Worcester. With the first class of four year students 
anticipated for matriculation in the Fall '86 semester and 
the need for an organizing framework already established, 
the Nightingale model was proposed to faculty as an answer 
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to the problem. 
All of the faculty were aware that a dissertation was 
in progress with Nightingale's model as its focus and were 
very supportive of such an endeavor. While most of the 
faculty expressed cautious interest in a model that was 
simplistic, easily generalizable and historically sound, 
some appeared to be extremely reluctant to commit an entire 
philosophy and curriculum to a theory which seemed to be 
permeated with strong religious overtones. Given that 
Worcester State College is a public institution, not 
committed to any particular religious view, would such a 
model be compatible with the philosophy of the College? 
Furthermore, faculty perceptions of the reparative process 
created an aura of atonement rather than a healing process 
which Nightingale had intended. And yet, the faculty did 
agree that the spiritual needs of patients could not be 
ignored. 
In order to dilute the atonement connotation that some 
faculty members attached to the term, reparative process, 
the group was presented with Donnelly and Sutterly's 1982 
version which conceptualizes the reparative process as one 
of healing in terms of the close interrelationship between 
body, mind and spirit. The concept views health and 
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disease not as mere interactions between pathogens and 
human beings but rather as the involvement of an entire 
spectrum of living and of relationships with others. The 
reparative process aims at enhancing total well-being 
through self-awareness. By learning to access individual 
innate energy, potential strengths and weaknesses and 
current sociological, physiological and psychological 
stressors, the nurse can assist the individual in achieving 
and maintaining health. The term, innate energy, is 
utilized by Donnelly and Sutterly to refer to the body's 
immune defense mechanisms which function to prevent viral, 
fungal or bacterial invasion. It is currently believed by 
health scientists that each individual's immune system can 
be depressed by such factors as malnutrition, prolonged 
drug therapy, extremes in immediate environmental 
surroundings and altered emotional states (Diamond, 1979) 
— in short, a modern day explanation of Nightingale's 
assumptions regarding the reparative process and those 
factors which affect it. Given this concept and 
Nightingale's views of organized religion, which have 
already been discussed, the faculty was able to accept the 
notion of the reparative process as a natural, healing one. 
Because the faculty had been accustomed to an eclectic 
framework, they were reluctant to commit the program to 
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models which were based upon disciplines other than 
nursing. However, they tended to favor a theoretical 
framework that was truly representative of nursing provided 
that the language could be modified and that assessment 
instruments could be developed which were reflective of an 
integrative approach to education. The challenge was 
accepted and faculty unanimously voted to accept the 
Nightingale model as the organizing framework for the 
Department of Nursing at Worcester State College. 
The first task was to re-write the departmental 
philosophy of nursing so that it preserved Nightingale's 
beliefs about the person, environment, health and nursing 
but did not violate the faculty's value system. In 
retrospect, this endeavor was not difficult because all of 
us, over the course of time, had been gravitating toward a 
philosophy of nursing which interfaced well with that of 
Nightingale's. The revised philosophy was based upon 
Nightingale's assumptions, Margaret Newman's work and 
materials received from the faculty of St. Joseph's College 
School of Nursing. A proposal developed by this author was 
presented to colleagues for their approval. The approved 
version is as follows: 
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PHILOSOPHY 
The Faculty of the Department of Nursing, having 
incorporated the assumptions of Florence Nightingale into 
its philosophy in order to guide its curriculum in the 
education of students of nursing at Worcester State 
College, believe that the person is a dynamic, evolutionary 
being, open to communication, while striving to maintain 
integration of the internal/external environment. The 
person is seen as capable of learning universal laws and 
thus is able to make choices and be free. The person is 
further viewed as a multidimensional whole composed of 
physical, psychological, intellectual, social, cultural and 
spiritual dimensions. 
Every individual is a part of society, working toward 
the discovery of knowledge and truth for a better world. 
The person-environment integration and evolution has to do 
with education and the exercise of thought and mind into 
positive actions. Some beliefs about person include: 
Individual happiness is dependent upon individual 
capabilities. 
Individuals learn from inquiry and from experience 
Individuals are capable of their own decisions. 
Individuals are social beings and require 
compassion, honesty and trusting relationships. 
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Individuals collaborate to control the environment 
Individuals are governed by the universal laws of 
nature. 
Bealtb is understood as the presence of all the 
essentials necessary for the best person/environraent 
integration. If all the essentials of integration are 
present, then health will prevail and persist. These 
essential elements are the physical, the psychological, the 
socio-cultural, the intellectual and the spiritual. 
Knowledge of the laws of life, death and the laws of health 
are important enough to require learning by inquiry and by 
observation of the principles of health which are still 
being discovered through research. Since knowledge of the 
world is gained from the senses in the participation in and 
the observation of experience, the senses must be in a 
healthy state. The laws of health and of nursing are the 
same. 
The absence of the essential elements of 
human-environmental integration will lead to pain and 
suffering. Suffering arises from ignorance of universal 
natural laws and the absence of knowledge. Nature brings 
about disease as a reparative process toward health. Since 
health is a higher level concept than disease, it 
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encompasses the processes of disease and of human 
potential. Illness is viewed as a component of disease. 
Disease conditions grow out of one another, arising in part 
from physical circumstances and from other disruptions in 
human-environmental integration. Disease does not 
necessarily mean suffering. Therefore, it is a human 
responsibility to keep the senses of information and its 
sources in a healthy state. Health is consistent with the 
best human-environmental integration. 
The environment is an orderly and predictable world 
which has a stable future. Universal, natural laws and a 
regulated system of general forces order the world. These 
universal laws provide wisdom which modifies and is 
modified by events. Change and unchange are derived from 
wisdom. Because individuals live in the world and discern 
its laws, individuals through knowledge and actions 
encounter an ever changing world. 
The environment is made up of a metaphysical, 
psycho-social-cultural world and a physical dimension in 
which individuals live. There are no actual environmental 
boundaries. The environment is inside of the individual as 
well as without and extends infinitely. However, the 
environment does not begin with the individual and extend 
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outward; it is ever present. The environment then is 
comprised of two dimensions — a highly generalized and 
encompassing metaphysical, psycho-social-cultural world and 
a very specific environment in which the person is located. 
fiUCSing is an art and a science requiring an organized, 
practical and scientific education. Nursing exhibits 
intellectual curiosity concerning the person's situation 
and provides a caring, goal directed service to the 
individual. The curriculum is dynamic, changing and 
improving as knowledge of the universal laws progresses. 
The goal of nursing is to assist in the best possible 
human-environmental integration through the reparative 
process. Therefore, nursing is for the well as much as for 
the sick. Nursing makes proper use of the essential 
elements to assist in nature's reparative process. Nursing 
does not interfere with the reparative process nor does it 
increase human pain and suffering. Nursing encourages the 
individual's learning process and independence. Nursing 
has two roles: one concerned with the prevention of 
dis-ease which involves health teaching and the other, 
which involves the care of those individuals suffering from 
disease. 
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Nursing actions are the result of knowledge, 
observation and reflection - the nursing process. This 
process provides the framework for identifying and 
responding to the individual's actual or possible state of 
health. Nursing records the outcome of its therapy and 
communicates with other health care disciplines. Nursing 
actions require leadership knowledge and skills to 
influence and motivate others in providing and coordinating 
care. Nursing, therefore requires an inquiring attitude, 
intelligent understanding and studied observation — all 
the result of the educational process. 
Learning in the nursing major builds on the student's 
previous educational background. It is a shared, active 
process between the faculty and students which facilitates 
and evaluates changes in behavior that reflect knowledge 
integration and the interests, appreciations and attitudes 
that mark the professional nurse. The process of learning 
includes both observable psychological and psychomotor 
components that are related to not only the curriculum but 
also to the student's individual characteristics, 
perceptions and motivation. Adult learners who enter the 
nursing major are generally self-directed, self-motivated 
individuals who assume responsibility for their own 
learning. Learning experiences take place in a milieu 
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which provides choices and alternative proposals for 
learning experiences that foster both personal and 
professional creativity, critical thinking and 
decision-making. Further, the department (faculty) 
believes that learning progresses from the general to the 
specific through the processes of identification, analysis 
and synthesis leading to independent judgement. 
The attainment of the baccalaureate degree with a major 
in nursing follows the same pattern as that of 
baccalaureate education in general: to foster 
self-awareness, intellectual curiosity and personal 
fulfillment. In addition, the focus of the baccalaureate 
nursing education program is to strengthen the process of 
critical thinking in order to synthesize theory and 
empirical knowledge acquired from both liberal and 
professional education. Therefore, this program provides 
the basis for independent decision-making and for the 
practice of professional nursing. The Department of 
Nursing believes that the mission of nursing education at 
Worcester State College encompasses academic, professional 
and community responsibilities and the development of 
learning, professional skills and habits of independent 
inquiry that characterize the nurse generalist. 
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Thus, the overall purposes of the Nursing Program at 
Worcester State College are to: 
1. Enhance the ordering and synthesis of 
concepts and theories from a foundation of 
the liberal arts, humanities and sciences in 
order to promote an integrated approach to 
understanding the sciences and to implement 
the practice of nursing. 
2. Build on knowledge gained through previous 
educational, life and/or professional 
experiences. 
3. Foster the active process of learning 
characteristic of the adult learner, by 
providing an environment which promotes 
intellectual curiosity, critical thinking, 
understanding, freedom of expression and 
independent judgement. 
4. Prepare a nurse generalist to practice 
professional nursing and progress to graduate 
education. 
Each of these general purposes exemplifies the 
commitment of the Department of Nursing to excellence as a 
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prime responsibility. 
FACULTY ACCEPTANCE QZ IH£ NIGHTINGALE PHILOSOPHY 
Faculty's acceptance of Nightingale's philosophy 
indicated a willingness to view the person as an active, 
creative, evolutionary being who seeks human-environmental 
integration through knowledge. The nursing role, seen as 
one of promoting this process through health restoration 
and health maintenance, is consistent with the activities 
and goals of other helping disciplines and yet, 
differentiates nursing's mission by the identification of 
the reparative process which Nightingale claimed as 
nursing's own. Through the nursing process (observation, 
reflection and intelligent action which includes patient 
experiences with respect to his or her own situation), the 
reparative process may be expedited so that patient and/or 
nurse can alter any aspect of his environment which 
disrupts or prevents human-environmental integration. 
Faculty were especially enthusiastic about the fact 
that theories of stress, adaptation and need, fit so well 
with Nightingale's emphasis on the environment which she 
considered crucial to health. These theories gain credence 
in an age of unparalleled concern with issues such as 
those health problems associated with pollution and 
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civilized" western society - the results of too much 
food, smoking, drinking, drug abuse and too little 
exercise. The group's beliefs about learning and education 
mirror Nightingale's assumptions in the most harmonious of 
ways as well as her emphasis on research skills, leadership 
behaviors and political awareness. 
THE CURRICULUM 
It had already been decided that the curriculum would 
be designed around three levels. Four year students of 
nursing will be admitted to the nursing major at Level I, 
or at the beginning of the Sophomore year. Level I 
terminates after the first semester of the Junior year. 
The second semester of the Junior year comprises Level II 
and is the point at which R.N. students are admitted to the 
upper division nursing major. Level III consists of both 
semesters of the Senior year. Although both groups of 
students will be receiving the same, integrated content 
which is dictated by Nightingale 's model, the learning 
activities and the manner in which the course content will 
be presented will differ for each group based upon prior 
experiences of each group and their learning needs. 
Supported by Nightingale's description of sick nursing, 
well nursing and the reparative process, the following 
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is a schematic representation of those three educational 
levels as they interface with the functional components of 
her theory — the person, environment, health and nursing. 
LEVEL PERSON/ENVIRONMENT 
I. Protection 
Comfort - Rest 
Activity 
Nutrition 
Assimilation 
Elimination 
II. Circulation 
Communication 
(sensory-motor) 
Hygiene-Sanitation 
Personhood 
Ventilation 
III. Light 
Warmth 
Sexuality 
Psycho-social- 
cultural-spiritual 
health NVRSlNg 
Reparative Nursing 
process and Science 
human-envi- Manage- 
ronmental ment/Lea- 
integration. dership 
Well Nur.sing 
Reparative 
Research 
Teaching 
Learning 
Ethical 
decision 
process and making 
maintenance 
of human- Communi- 
environmental cation 
integration 
Prevention Personal 
and develop- 
Maintenance ment 
Reparative 
Nursing 
history 
Nursing 
process and theory 
disruption of 
human-envi- Social 
ronmental Economic 
integration Political 
Sick Nursing awareness 
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Faculty agreed that the focus of level I should be that 
of well nursing as four year students enter the nursing 
major in the sophomore year. Clinical learning experiences 
supported by course content in Nursing Science I and 
Nursing Arts I would reflect a wellness orientation such as 
could be found in a wellness center on campus (self-breast 
examination, nutritional counseling, blood pressure 
monitoring and related health teaching), well child 
assessment and other wellness clinics sponsored by 
Worcester hospitals and visiting nurse associations. The 
goal would be to expose the students to persons 
representative of the entire life span who are healthy and 
have expressed an interest in remaining so. In such a way, 
an evolving, developmental approach to teaching and 
learning would constitute a stable "thread" in preparing an 
integrated curriculum based upon Nightingale's beliefs 
about the person and the importance of health. 
The focus of Level II is one of prevention and 
maintenance as the person attempts to maintain 
human-environmental integration. Supported by course 
content in Nursing Science II and Nursing Arts II, both 
r.N. and four year students would engage in learning 
experiences geared toward those persons who are either at 
high risk for disease by virtue of life-style, 
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environmental factors and/or genetic heritage. Those who 
are successfully engaged in the activities of daily living 
while burdened with chronic, stable problems such as cancer 
are also included in this group. Projected learning 
experiences could occur in nursing homes, elder day care 
facilities, the home and community centers as well as those 
d^-fiixs which are specific for cancer and other chronic 
disorders where the student would concentrate on 
prevention, maintenance and the reparative process. 
In both semesters of the senior year or level III, sick 
nursing will become the thrust of the curriculum. Both 
R.N. and four year students will be assigned to acute care 
hospital settings during the fall semester and 
rehabilitative institutions during the spring semester. 
The learning experiences will focus on human pathological 
responses to illness and the reparative process. Table 1 
presents an outline of those human illness conditions which 
will be addressed at Level III. 
Table 1 
Schizophrenia 
Trauma 
Endocrine Disorders 
Coronary Artery Disease 
Gastrointestinal Problems 
Communicable Disease 
Cancer 
Developmental Defects 
Neurological Deficits 
Renal and Biliary 
Respiratory 
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Patients will be selected from across the life span, 
emphasizing the reparative process toward health. 
The nursing courses projected to be taught under the 
Nightingale model will be those of Nursing Science I, II, 
III and IV, accompanied by Nursing Arts I, II, III and IV 
which will reflect Nightingale's concept of nursing as both 
an art and a science. Leadership, Research, Nursing 
History and Nursing Theory will also constitute discrete 
courses while teaching/learning strategies, ethical 
decision making, therapeutic communication, personal 
development and social, political and economic awareness 
will be integrated throughout. A brief description of 
these courses as well as those skills which constitute 
nursing arts are presented in Appendix A. p.229. 
Nightingale's laws of nursing form the basis for the 
nursing process by which students will consistently assess 
clients and their situations in terms of: 
protection/corafort/rest/activity, nutrition/assimilation, 
elimination, circulation, communication (sensory-motor), 
hygiene/sanitation, personhood, ventilation/light/warmth, 
sexuality and the psycho/social/cultural/spiritual. 
Although Nightingale did not write her prescriptive 
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actions for nursing in this precise terminology, her Notes 
Hursing addresse each of these categories as necessary 
for assisting in nature's reparative process. 
In order to meet the expectations of State Board 
Examinations and at the same time preserve Nightingale's 
laws of nursing, some of the parameters for assessment were 
drawn from the R.N.—NCLEX Test Plan and categories of human 
functioning which reflect with whom the locus of decision 
making rests regarding health requirements. 
In sickness, when the patient is unable to act on his 
own behalf, the nurse is viewed as the primary decision 
maker in matters of care. In the clinic or home setting 
where persons are either seeking to prevent illness or 
maintain wellnes in the face of longterm, stable illness, 
the nurse and client plan care together. In a state of 
wellness where individuals are able to meet their own 
health needs independently, the nurse functions as a health 
educator (MacMillan, 1984). 
In such a way. Nightingale's belief that the person is 
an evolutionary, creative, active being who seeks health 
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through knowledge of universal laws is preserved. Her 
concept of nursing as both an art and a science and as 
being for the sick and the well is maintained. Her 
emphasis on the importance of prevention and of learning 
about the laws of health are emphasized and her laws of 
nursing are incorporated into an assessment approach which 
encompasses the entire spectrum of human-environmental 
integration. 
What needed to be done next was to develop an 
assessment tool for the students that included 
Nightingale's laws of nursing, was appropriate to the 
content of State Board Examinations and deviated 
significantly from the medical model of history taking. 
Once again. Nightingale's Notes on Nursing and the 
NCLEX categories of human functioning were utilized for 
this purpose. The nursing history is included here, in the 
body of this paper as Table 2 rather than in the appendix 
because it represents a radical departure from previously 
utilized tools which indeed mirrored the medical model. 
This "Nightingale" nursing history required full faculty 
approval. 
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MJRSINg HISTORY - M ASSESSMENT MODEL BASED UPON 
NIGHTINGALE 
Table 2 
Nursing, at Worcester State College, is conceptualized 
as assisting in the reparative process through the 
utilization of scientific observation advocated by 
Nightingale and known today as the nursing process. In 
order to facilitate this process, the faculty have further 
developed Nightingale's laws of nursing to provide a 
framework to conduct a thorough nursing inquiry into the 
person's integration of the internal/external environment 
in order to promote health and maintain wellness. 
Each student will be required to utilize this tool to 
continually assess human-environmental integration and may 
include physical assessment as appropriate. 
THE PERSON AND HUMAN-ENVIRONMENTAL INTEGRATION 
ASSESSMENT TOOL 
A. Description of the person and his integration 
of I/E environment 
B. In the person's own words - his own 
understanding of his integration of the I/E 
environment — Maintenance 
Disruptions 
Sickness 
HEALTH/ILLNESS NOTES 
Notes qr Health Maintenance Practice 
A. Immunization - childhood, current 
B. Health values, beliefs, practices What do 
do you do to stay well? 
C. Diseases 
Childhood 
Adult 
D. Hospitalizations 
Where 
When 
For what 
Medical doctor or other health care 
providers 
P 
R D 
0 A 
F T 
I A 
L 
E 
I. 
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II. NQTES QN 1HE FAMILY - HISTORY 
- Self, significant other, children, siblings 
- Maternal parents/grand parents 
- Paternal parents/grand parents 
III. BQTEg QN THE HUMAN FUNCTION (INTERNAL/EXTERNAI, 
ENVIRONMENT) 
1. Mutrition/Assimilation 
- Typical 24 hr. intake (Describe) 
- Typical 24 hr. fluid intake (Describe) 
- Appetite (Describe) 
- Eating - problems/discomfort 
- restrictions - cultural 
- religious 
- medical,includes 
- allergies 
- Vitamin supplementation 
- Medications and over the counter 
preparations 
- Healing (Describe) 
- Weight 
- current 
- in relation to height/sex/frame 
- changes in weight 
- loss 
- gain 
- Energy requirements 
- describe - do you have sufficient 
energy for desired and 
required activities 
- Food 
- serving, preparing, financing, 
transportation, refrigeration, 
cooking, storing 
- Hormonal 
- are there temperature intolerances 
increased thirst or hunger, 
unusual anxiety, tremor or voice 
changes 
2. Protection - Rest - Activity - Comfort 
- planned exercise of - modes, frequency 
- hours of work 
- mobility (describe) 
- ability for: feeding 
bathing 
toileting 
dressing/grooming 
bed 
- Sleep patterns - usual circadian rhythm 
196 
- Trouble falling asleep, staying asleep, 
waking easily, usual hours of sleep 
— Are you rested for daily activities 
after sleep 
- Bedtime rituals 
3. Byqiene - Sanitation 
- home maintenance 
- general mobility 
- hygiene practices - skin, teeth, hair, 
nails 
- use of hair dyes 
- last dental exam 
4. Ventilation. Light. Warmth 
- use home assessment tool 
(see Appendix B p.236 
5. Communication (Sensory - Motor) 
- Any difficulties with - vision, hearing 
memory, touch, 
taste 
- last vision exam 
- any aids or 
prosthetics 
- Level of education (describe) 
- best way to learn things 
- any difficulty learning things 
- Speech difficulty, paralysis, 
paresthesia, EEG? 
- Joint or muscle pain, swelling, redness, 
deformity, ROM 
last xray? . fractures . 
6. Elimination 
- Bowel 
- usual patterns (describe) 
- frequency, character, discomfort, 
change (describe) 
- Urinary 
- usual pattern (describe) 
- frequency, amounts, color, odor, 
clarity, discomfort 
- Perspiration 
- excess, odor, problem, timing 
- Respiration 
- SOB, DOE, cough, wheezing, sputum 
(describe) 
last chest xray, PPD 
smoking 
- Skin 
- integrity 
changes, rashes, lesions, masses 
197 
edema, pallor, pain 
- intolerance to 
7. Circulation 
1. Cardiac 
- Blood pressure, chest discomfort 
palpitations, irregular rhythms - 
EKG. 
2. Microvasculature 
- varicosities, 
pulselessness 
exercise 
3. Hematologic 
- bleeding gums, anemia, bruising, 
blood transfusions . 
8. Sexuality 
!• Any changes in sexual relationships? 
2. Menstrual history 
F - age of onset 
E - frequency 
M - regularity 
A - duration 
L - Lmp 
E - flow 
- menopause-age-symptoms (describe) 
- last serology-last pap.tampon 
use. 
- para - gravida - abnormal births 
3. Breasts 
- problems - discharge, lumps, pain 
(describe) 
- self examinations? 
M 4. Penile discharge 
A - lessions 
L - testicular pain - self examination 
E - last serology. 
9. Psycho - Social - Cultural - Spiritual 
- Spiritual - religious affiliation, 
practice, beliefs 
- living - housing arrangements 
- support systems (religious, clubs, 
family, friends) 
- occupation - are things going well at 
work 
- environmental stress (describe) 
- supportive aids - medication - tobacco 
alcohol (describe) 
- finances - health insurance 
- angry, depressed, fearful, anxious 
contemplating suicide? 
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10. Personhood 
- level - expected - observed (describe) 
- changes in body image or function or 
things you can do? 
- How do you feel about yourself most of 
the time 
This tool obviously provides the nurse with a great 
deal of pertinent information from which to assess the 
person's human-environmental integration and within a 
context of Nightingale's beliefs about the essential 
elements which must be present if health is to prevail. 
Most importantly, it provides for a shared experience 
whereby the patient, seeking health care, provides the 
nurse with his own experiences within an organizing 
framework which the nurse can then validate through 
physical examination if necessary. Would Nightingale have 
approved of the physical examination as a method for nurses 
to validate patient experiences and assist nature in the 
reparative process? 
We know that she advocated continuing education for 
nurses and acknowledged the fact that because the laws of 
health were continually being discovered, nursing must 
change as new knowledge became scientific fact. Telling 
the nurse what to do is not enough to perfect her — 
whatever her surroundings. The trained power of attending 
to one's own impressions made by one's own senses so that 
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these should tell the nurse how the patient is, is the sine 
qua non of being a nurse at all" (Nightingale, 1882, 
p.1038) . This belief, as stated by Nightingale, would seem 
to support the notion that nurses need to utilize the most 
effective tools possible to aid "the senses” in assisting 
the reparative process, including the skills of physical 
assessment. - all of which brings us to the reparative 
process itself. 
THE REPARATIVE PROCESS 
We know that Nightingale regarded the reparative 
process as natural healing provided that the patient was 
put in the best possible condition for nature to act upon 
him. We also know that she developed her laws of nursing, 
based upon her own observations and experiences to 
accomplish this goal. Although Nightingale recognized the 
potential of humans to heal themselves, given the chance, 
and while she viewed the nurse as a facilitator in this 
process to promote mind-body-spirit-environmental 
integration, she could not envision the healing therapies 
which have since been validated by research today and need 
to become a part of nursing therapy now and in the future. 
These healing modalities include stress reduction, the 
enhancement of resistance and immunity through nutrition, 
exercise, rest, relaxation, kinesiology, accupressure, , 
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visualization and creative imagery, therapeutic touch and 
massage. Donnelly and Sutterly (1982, pp.182-194) have 
outlined these self-regulation modalities that fit so well 
with Nightingale's concept of the reparative process and 
each of these will be briefly discussed as they will 
constitute a specific component of the nursing arts which 
will be taught to students of nursing at Worcester State 
College. 
STRESS REDUCTION 
The person's response to a stress-producing situation 
can be altered by removing himself from the situation or 
examining his belief system for faulty perceptions. In 
many instances, it is impossible to remove oneself from a 
stressful situation but one's perception of that stress can 
indeed be examined and redefined. Responses to and 
perceptions of stress can be altered by nurses who are 
educated to help clients through therapeutic communication, 
thus promoting health and wellness. In addition, stress 
related disorders can be viewed as a positive experiences 
with an opportunity for learning and personal growth. We 
are reminded that Nightingale saw disease as nature's way 
of bringing about the reparative process. Examining 
unhealthy life styles that have created a disruption in 
human-environmental integration can be the mechanism by 
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which positive actions toward wellness occur. 
XHE ENHANCEMENT Q£ RESISTANCE THROUGH NUTRITION. EXERCISE. 
MSI MS RELAXATION 
A healthy diet not only contains selections of foods 
from the basic four food groups but also includes foods 
that are high in vitamins and minerals, are free from the 
fat and salt excesses which are known to diminish immune 
response and are moderate in calories. The debate over 
vitamin supplementation continues. However, many studies 
confirm the fact that humans cannot synthesize Vitamin C 
and since there is a relationship between all kinds of 
stress and the destruction of Vitamin C in the body, the 
diet needs to be evaluated very carefully for adequate 
intake of not only this Vitamin but of all of the nutrients 
essential to good health. 
Exercise and physical activity are also essential 
components of health maintenance. Current medical research 
supports the idea of regular, physical activity to maintain 
cardiovascular, respiratory and musculo-skeletal fitness 
well into the later years of life. Nurses need to know 
that aerobic exercises such as dancing, swimming, walking 
and bicycle riding are a means of assisting nature in the 
reparative process for everyone but most especially for 
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those clients who expend less than 2,000 calories a week in 
physical activity. Regular, sustained physical activity 
improves the absorption and utilization of nutrients, 
reduces emotional tension and promotes restful sleep. 
KINESIOLOGY 
Kinesiology, or the study of movements, applies 
principles of anatomy, physiology and physics to the 
mechanisms of movement. It includes many methodologies, 
one of which is a series of exercises to foster natural 
healing by harmonizing body rhythms with the natural 
environment. Structured exercises are also designed to 
redirect the person's habitual pattern of response to given 
movements in a specific situation. In this way, the brain 
becomes "trained" to direct more natural and efficient 
sensory-motor pathways for mobility and the efficient 
utilization of body energy. Yoga may also be considered a 
kinesthetic modality except for the meditative aspects of 
the exercise. 
ACCUPRESSURE 
Accupressure is a non-invasive version of 
accupuncture. It seeks to establish harmony and balance in 
the flow of energy throughout the body. Finger pressure is 
applied to certain points on the body in order to relieve 
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pain and tension. Accupressure points often have no 
relation to the site of pain within the body because they 
are related to meridians that crisscross the body and are 
representative of channels, so to speak, which transmit the 
flow of energy. 
Accupressure has been proven to be almost as effective 
as accupuncture in the relief of pain and tension. It's 
real value lies in the self-application of this technique 
to relieve pain and 1 muscle tension. Nurses can learn the 
technique and teach clients what they need to know in order 
to restore rest and harmony within the body. The inclusion 
of this kind of pain control modality into nursing 
curricula could reduce the need for and the frequency of 
narcotic administration as well as provide patients with 
some kind of control over their own bodies (Tappan, 1978). 
VISUAL IMAGERY 
Visual imagery is based upon the power of positive 
thinking in combination with relaxation techniques in order 
to enhance optimal health. It is a classic example of the 
mind-body connection based upon the belief that where the 
mind focuses, the emotions and physiology are likely to 
follow. Simonton and Simonton have been active in 
researching this technique especially as it applies to the 
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treatment of cancer patients in conjunction with 
traditional methods of therapy. After achieving 
relaxation, the patient is encouraged to create positive 
images of himself, in a vibrant state of health and then, 
to visualize his cancer as a vegetable or an animal, while 
mentally "picturing" his treatment as removing, destroying 
or shrinking his cancer. While this modality is not for 
all patients, particularly those who are passive, dependent 
or who are philosophically opposed to such a therapy, it 
seems to represent an approach to care that has merit 
regarding the notion of the reparative process. Nurses 
could employ this technique to facilitate healing after 
surgery or trauma, to reduce pain and to foster 
independence and self-mastery in patients who are not only 
ill but feel helpless and dependent as a result of that 
illness. 
THERAPEUTIC TOUCH 
Therapeutic touch used to be a healing modality 
employed by "nurses* before and since Nightingale which 
involved a simple interaction between nurse and patient 
accomplished through physical contact. However, more 
recent work by a nurse-researcher, Doris Krieger, indicates 
that in most instances, practitioners do not even have to 
the patient's body. Simply stated, therapeutic touch touch 
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involves the act of reaching out to others by permitting a 
flow of energy from nurse to patient to create the harmony 
and balance that is needed for self-healing. In order to 
detect areas of imbalance, one need only lightly "hover" 
the outstretched hands over the patient's body, thereby 
■picking up" the diagnostic sensations of heat. Krieger 
has demonstrated some interesting physiological responses 
to therapeutic touch such as decreased body temperature, 
increases in blood circulation to affected areas and pain 
relief. Patients report profound relaxation during these 
interactions, a sense of heat in the affected areas and 
peripheral flushing. Nurses educated in this modality are 
able to differentiate physical from emotional symptoms, 
decrease high blood pressure and assist the body's 
reparative process in thyroid and pancreatic imbalances 
(Quinn, 1984). 
MASSAGE 
Massage has been an ancient and valued therapeutic 
modality of the nursing profession. It's value rests in 
the therapeutic effects on the aching or spastic muscles of 
bedridden patients. Moreover, massage can relieve tension 
in the entire body, improve muscle tone and increase 
circulation. The physical contact itself, opens up another 
that of tactile communication. 
mode of communication 
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Massage, properly utilized, can be an effective means not 
only of unifying and integrating the body, but the mind as 
well. Nurses need to re-establish this technique as a 
healing modality rather than the current practice of 
massage which often involves a quick, two minute rubdown 
(Tappan, 1978). 
These healing modalities will be taught to students of 
nursing as an art, designed to assist nature in the 
reparative process. Teaching methodologies will include 
lecture-demonstration-application, videotapes, filmstrips 
and the opportunity for practice. Under Nightingale's 
model, students of nursing will learn to promote 
human-environmental integration or health through the 
utilization of self-healing potentials as a means of 
assisting in nature's reparative process. The premise 
that individuals are responsible for their own wellness and 
in many instances, their own diseases is a liberating 
concept. Self responsibility involves the realization that 
individuals have the power to alter their own destinies 
rather than being helpless in a universe filled with 
diseases from which there is no escape. 
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LEVEL IX AND ITS IMPLEMENTATION 
The final task of the Spring semester was to align the 
Level II objectives with the program's terminal objectives 
in order to be congruent with Nightingale's model and to 
plan for the objectives and course content for Nursing 
Science II scheduled to be taught to R.N. nursing majors in 
the Fall of 1986, The terminal objectives with their 
corresponding level II objectives are as follow: 
TERMINAL 
1 Synthesizes knowledge 
from the biological and 
behavioral sciences, 
humanities and the 
discipline of nursing 
in making decisions for 
nursing practice 
2 Evaluates the concept 
of the person as a 
unique, creative, 
evolving individual who 
attempts to maximize 
health potential 
through knowledge 
3 Evaluates the applica¬ 
tion of the nursing 
process 
4 Appraises the effec¬ 
tiveness of leadership 
processes in relation 
to individuals, families 
and groups 
LEVEL II 
Incorporates knowledge from 
the natural and social 
sciences, the humanities 
and nursing to the study 
and practice of 
professional nursing 
Analyzes variables 
affecting human- 
environmental integration 
Analyzes the effectiveness 
of nursing process to 
maximize human-environmen¬ 
tal integration 
Analyzes the effectiveness 
of leadership behavior 
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5 Demonstrates individual 
responsibility, accoun¬ 
tability and ethical 
decision making within 
the profession of 
nursing 
6 Evaluates the recipro¬ 
cal relationship 
between nursing theory 
and nursing practice 
7 Utilizes the research 
process to synthesize 
and evaluate environ¬ 
mental influences on 
wellness, sickness and 
the reparative process 
as a basis for continued 
study in the practice 
of nursing 
8 Incorporates effective 
utilization of communi¬ 
cation theory in 
professional nursing 
practice 
9 Evaluates the integra¬ 
tion of teaching and 
learning in profes¬ 
sional nursing practice 
10 Evaluates historical 
trends and patterns 
that influence the 
professional practice 
of nursing 
Demonstrates individual 
responsibility, accoun¬ 
tability and ethical 
decision making within the 
profession of nursing 
Analyzes the reciprocal 
relationship between 
nursing theory and nursing 
practice 
Analyzes the relationship 
of nursing research to 
professional nursing 
practice 
Analyzes the components of 
communication as they 
relate to professional 
nursing practice 
Analyzes principles of 
teaching and learning as 
they relate to professional 
nursing practice 
Analyzes historical trends 
and patterns that influence 
professional nursing 
practice 
Based upon the Terminal and Level II objectives, the course 
objectives for Nursing Science II were developed while 
remembering that the idea of prevention and maintenance was 
the focus of teaching and learning activities in the second 
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semester of the Junior year. The course objectives for 
Nursing Science II are to be found in Appendix C, p.246. 
Cognizant of the objectives and focus of level II, 
faculty reached agreement upon the course content for 
Nursing Science II. This was a difficult process, full of 
disagreements and discussions. In view of the fact that 
learning experiences would be geared toward those persons 
who are at high risk for disease by virtue of life-style, 
environmental factors or genetic heritage and yet were 
still engaged in the activities of daily living, faculty 
proposed the content areas as listed below. A brief 
description of each follows: 
- Pollution and its effects on human-environmental 
integration 
- Communicable disease and its effects on 
human-environmental integration 
- Imbalances in assimilation and effects on 
human-environmental integration 
- Imbalances of circulation and blood forming organs 
and effects on human-environmental integration 
- Developmental deficits and effects on 
human-environmental integration 
- Depression and effects on human-environmental 
integration 
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- Circulatory - communication imbalances and effects on 
human-environmental integration 
— Substance abuse, human abuse and effects on 
human-environmental integration 
Pollution addresses such issues as the identification 
of specific environmental pollutants and their effects on 
the immune system as a potential threat to disease. 
Nightingale's notion of disease as a reparative process 
will be emphasized in relation to prevention. Cancer as 
the ultimate consequence of pollution will be discussed as 
it affects individuals across the life span. The nursing 
process, based upon a modernized version of Nightingale's 
laws will be the mechanism by which prevention and 
maintenance are addressed and taught. 
Communicable diseases will focus on A.I.D.S., 
gonorrhea, the importance of immunizations and 
teaching.Imbalances in assimilation cover diabetes across 
the life span while imbalances in blood forming organs 
addresses anemia, polycythemia vera and hemophilia. 
Developmental disruptions deal with central nervous system 
damage during pre-natal, peri-natal and post-natal periods 
related to intoxication from maternal infection, drugs 
and/or alcohol, chromosomal aberrations, metabolic 
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disorders and infections in newborns. Depression will be 
taught as a barrier to human-environmental integration as 
it affects children, adolescents, adults and the elderly 
while circulatory and communication imbalances focus on the 
post cerebral vascular accident patient at home. Substance 
abuse and the harm that individuals inflict upon one 
another in family situations constitutes the final concept 
in Nursing Science II. 
Each concept will be taught for four hours per week, 
with the first two hours concentrating on prevention and 
the second two hours on maintenance interventions. The 
nursing process will consistently focus on: protection - 
comfort-rest-activity, nutrition / assimilation, hygiene / 
sanitation, personhood, ventilation - light - warmth, 
sexuality / intimacy, communication (sensory-motor), 
psycho-social-cultural, implications for research and 
opportunities for leadership. A sample outline for the 
lecture and learning activities for the concept of 
pollution is included in Appendix D, p.255. An evaluation 
tool to be utilized for Nursing Science II by students at 
the end of the course is available in Appendix E, p.256 
and reflects faculty's beliefs about nursing and learning 
under the Nightingale Model. Course revision work for 
Nursing Science I, III and IV took place in the semester 
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after initial development and will continue periodically. 
nursing practice and nursing research 
How and where will future nursing graduates of 
Worcester State College practice and what will be the focus 
of their research endeavors? The future is a peculiar 
blend of the past, current experiences and hopes. 
Philosophers claim that physical reality is but an 
invention of the mind which raises the question — can the 
future be invented in the minds of the present? Based upon 
past trends and current practices, Donnelly et al. (1980) 
have projected a vision of what the health care delivery 
system might resemble as we approach the 21st century. 
According to Donnelly et al. (1980), as we approach the 
end of this century, hospitals as they appear today will no 
longer exist. Emergency care will be available in mobile 
treatment centers to diagnose and treat trauma 
victims.Because surgery will be very rapid with laser and 
other biomedical techniques and with most laboratory and 
diagnostic tests done rapidly, healing will take place in 
the home. Patients will be able to be monitored by 
videophone or interactive television. Society will assume 
the major responsibility for its own health maintenance 
since daily physical checkups will be available through 
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teleinedical services. Computers will prescribe medications 
and parameters for individual psychotherapy. 
Emphasis in future health care delivery will be placed 
on healing techniques and the development of a healthy 
lifestyle rather than the invasive and painful surgical 
techniques of today. Most medicine as we know it, will be 
computerized, unlike nursing whose care components can 
never be. The nursing profession will involve itself in 
providing the guidance needed for self-care and in the 
promotion of healing activities by maintaining caring 
relationships with clients. On the other hand, medicine in 
conjunction with the social sciences, will concern itself 
with research and development related to those illnesses 
which are affecting society today — chronic, debilitative 
disease. This vision of futuristic health care is 
reflective of Fries' 1986 assessment of the projected 
health care needs of society as it approaches the 21st 
century. 
Practicing nurses will care for families either in 
their own homes, identifying risk factors and promoting 
wellness through health teaching or in rehabilitative 
settings where the emphasis will be on health maintenance 
and independent functioning. They will collaborate with 
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other health professionals since direct communication via 
advanced technology will be widely available not only in 
relation to practice issues but with regard to research 
efforts and findings. Ultimately, the nurse of the future 
will be an active force in the prevention of disease, the 
promotion of wellness and a skilled professional in the 
sickness" aspects of care which will be found in 
rehabilitative settings. 
Nurses prepared at Worcester State College under 
Nightingale's theory will be more than ready to meet the 
challenge of this vision of futuristic nursing. Inherent 
in such a contention are the notions of sick nursing, well 
nursing, the reparative process, the advanced skills of 
physical assessment, nursing diagnosis and a knowledge of 
the healing arts based upon a theory which is scientific, 
humanistic and recognizable to the general public as one of 
a nursing discipline. Nurses educated under Nightingale's 
model will be able to assess individual needs, provide a 
unique service to consumers of care, articulate clearly 
their purpose and practice goals and document that care for 
evaluation purposes whether it occurs in the home, the 
community at large or in a rehabilitative setting. 
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Just as important to these future nurses is the larger 
than life role model of Florence Nightingale herself — 
feminist, reformer, political scientist and researcher — 
providing an inspiring example to all of those who follow 
in the profession which she established. Because nurses 
know best when nursing care is needed, they must have 
access to detect health problems, have authority to direct 
actions for problem resolution and have accountability for 
outcomes. This necessitates direct reimbursement for 
services and acknowledgment by clients of care that 
professional nursing is what they are buying. The 
Nightingale model can provide the educational basis from 
which practitioners of nursing will be both prepared and 
motivated to accomplish these goals. Research activities, 
based upon her example, which flow from nursing problems 
encountered in practice settings as well as the reparative 
process itself, will provide the mechanism for expanding 
nursing's knowledge base, legitimizing nursing 
interventions and serving to give the profession definition 
and direction. 
CONCLUSION 
Nursing's history of evolution can be likened to that 
of the human individual, struggling through the stages of 
growth and development in order to achieve purposeful 
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adulthood. Florence Nightingale gave birth to the 
profession of nursing and nurtured it through its infancy, 
protecting it from those social, political and economic 
forces which could have thwarted its growth or threatened 
its very existence. Other nurses who followed her have 
fostered its development, allowing the profession to grow 
strong and healthy over the course of time. Adelaide 
Nutting, Dock, Stewart, Lillian Wald and others brought the 
profession of nursing safely from childhood to 
adolescence. Newman, King, Travelbee, Johnson and other 
nurse theorists sought to give guidance and direction to 
the turbulent years of nursing's adolescence as it 
struggled for identity and purpose. The ANA and the NLN 
gave nursing its educational locus in the nation's colleges 
and universities while encouraging the pursuit of master's 
and doctoral degrees to foster research and theory 
building. Nursing has, at last, reached full adulthood and 
is ready to take its place beside other more established 
health care disciplines. It requires but one last task to 
accomplish before the onset of mature, productive adulthood 
— that of a unified, theoretical framework from which to 
develop its education, practice and research efforts. 
Just as the human individual must be cognizant of his 
special history which includes his social, political very 
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and economic heritage in order to give definition and 
direction to his life, so must nursing in order to continue 
to define itself. Just as terminology and the social, 
political and economic climates have changed from the 
Victorian era of Nightingale to modern times, the language 
of tomorrow is already here, complete with a new social, 
economic and political order. The filth and acute 
infectious diseases of yesterday are the radiation, 
pollution and contamination of today, replete with their 
consequences to human life — chronic, debilitating 
disease. What has not changed nor is ever likely to change 
is Nightingale's assumption — the greater the degree of 
poor environmental conditions coupled with a long duration, 
the lesser the potential for the person to maintain 
wellness or effectively cope with illness. 
No other theory of nursing is as valid or more 
appropriate today, given the human condition, as we 
approach the 21st century. Not only does Nightingale's 
theory focus on the environment and the individual's 
integration with it if health is to be maintained or 
restored but it clearly delineates nursing's mission and 
distinguishes it from medicine. It prescribes specific 
nursing interventions within a framework of the nursing 
process to put the patient in the best condition for nature 
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to act upon him and regards the person in the most 
humanistic of ways. Her philosophy of nursing advocates 
research and continued learning as the means to discover 
the laws of health and encourages an orientation toward the 
political process as the vehicle of change. Nightingale's 
philosophy also espouses the importance of friendship and 
courtesy among women as a means of achieving solidarity in 
the profession. "There is something not quite right in a 
woman who shuts up her heart from other women" 
(Nightingale, 1873, p.12). Other theories which are 
currently utilized by nurses in the care of their patients 
such as stress, adaptation and need, interface well with 
Nightingale's model. The reparative process itself is 
supported by the healing arts of therapeutic touch, stress 
reduction, kinesiology, nutrition, visual imagery and 
accupressure• In 1966, Martha Rogers wrote in Xhfi 
Education Violet at New York University .... 
Nursing's story is a magnificent epic of service 
to mankind. It is about people; how they are born 
and live and die, in health and in sickness? in 
joy and in sorrow. It's mission is the 
translation of knowledge into human service. 
Nightingale's theory is the prototype for all nursing 
models and many therapies discussed in this paper. It is 
indeed time for nursing to unite its educational, practice 
and research efforts under the framework of Florence 
Nightingale and reclaim its heritage as a caring, 
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intellectual, 
by society for 
scientific discipline, respected and valued 
the service it renders. 
APPENDICES 
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APPENDIX A 
1. A BRIEF DESCRIPTION OF COURSES TO BE TAUGHT IN THE 
NURSING MAJOR AT WORCESTER STATE COLLEGE 
2. NURSING ARTS AND THEIR PLACEMENT IN THE CURRICULUM 
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NU200 
NU210 
NU300 
NU310 
NU330 
INTRODUCTION TO PROFESSIONAL NURSING I 
Prerequisites - Acceptance into Nursing Major 
This course traces the development of professional 
nursing as it relates to economic, political, 
social and technological variables. 
1 credit 
INTRODUCTION TO PROFESSIONAL NURSING II 
Prerequisites - NU200 
This course introduces nursing process as it 
relates to health needs of clients. Beginning 
assessment skills comprise the clinical practicum. 
2 credits 
INTRODUCTION TO NURSING SCIENCE 
Prerequisites - NU200 & NU210 
This course focuses on economic, environmental, 
ethical, legal and political factors influencing 
the delivery of professional nursing care. 
3 credits 
NURSING SCIENCE I 
Prerequisites - NU310 plus all previously noted 
prerequisites. 
This course focuses on bio-psycho-social-spiritual 
variables across the life span. Clinical learning 
occurs in nursing laboratory and selected 
settings. 
8 credits 
NURSING THEORY . ^ , 
Prerequisites - NU310 plus all previously noted 
prerequisites. 
The role of science and the development of nursing 
as a scientific discipline are systematically 
explored. 3 credits 
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NU340 NURSING SCIENCE II 
Prerequisites - NU310 plus all previously noted 
prerequisites. 
Concepts of prevention and maintenance behavior 
are examined as the nursing process is 
operationalized. 
8 credits 
NU430 RESEARCH SEMINAR 
NU340 plus all previously noted prerequisites 
Students work individually and in small groups 
examining problems related to nursing practice. 
4 credits 
NU440 NURSING SCIENCE III 
Prerequisites - NU340 plus all previously noted 
prerequisites 
Multiple variables are examined and manipulated by 
means of the nursing process. The emphasis is on 
sick nursing in the hospital setting. 
8 credits 
NU450 LEADERSHIP IN NURSING 
Prerequisites - NU440 plus all previously noted 
prerequisites 
Selected theories and strategies of leadership and 
management are examined. 
3 credits 
NU460 NURSING SCIENCE IV 
Prerequisites — NU440 plus all previously noted 
prerequisites 
Opportunities for students to examine and 
manipulate multiple and complex variables by means 
of the nursing process. The emphasis is on sick 
nursing and rehabilitation. 
8 credits 
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NU480 INDEPENDENT STUDY 
Prerequisite - Consent of Department 
Opportunities for students to engage in special 
studies in nursing according to individual, 
interests, and faculty availability. 
1-4 credits 
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NURSING ARTS 
LEVEL I - WELLNESS 
BASIC 
hygiene 
Shower, bath 
Skin integrety 
Therapeutic massage 
Mouth - foot care 
Bed - occup/unoccup. 
Cradle/foot board 
SQP-Y MECHANICS 
ROJM 
Positioning/turning 
Transfer 
ASEPSIS 
Hand washing/gloving 
Basic isolation 
ENVIRONMENT 
Room, unit 
Safety actions: 
restraints 
fire 
noise, light, warmth 
ventilation, sanitation 
Sepsis, home 
THERMAL AGENTS 
Cold, hot, applic 
Ice pack, HWB 
K-pack, heat lamp 
Electrical pads 
ADVANCED 
COMMUNICATIONS 
Interviewing 
Nursing Diagnosis 
Care plans 
Admission/Discharge 
Abbrev - normal lab 
Components of recording 
Nursing process 
I&Q 
Assimilation/elimination 
Enema 
PHYSICAL ASSESSMENT 
Vital signs - TPR, BP 
Periph - pulses 
NNH - use of 
Equipment - use of 
Heent 
Cardio/respiratory 
Abdomen 
Musculo/skeletal 
Neuro/mental 
(Wellness) 
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NURSING ARTS 
LEVEL II - MAINTENANCE PREVENTION 
BASIC 
ASEPSIS 
Sterile equipment 
(field, dsgs-solutions) 
Irrigations 
Binders 
Wet/dry dsgs 
SKIN INTEGRITY 
Describes care 
Decubitus 
MEDICATIONS 
Oral, IM,SC 
OXYGENATION 
Pulmonary toilet 
Postural drainage 
Oxygen delivery 
Airways 
Mist, mask, bag 
Blow bottles 
IPPB 
Nebulized 
CPR (pre-reg to Junior Year 
ADVANCED 
HEALING ARTS 
Visual Imagery 
Accupressure 
Therapeutic touch 
Exercise 
Behavior mod 
Kinesiology 
Therapeutic communication 
ASSESSMENT 
NNH 
Heent 
Cardio/resp 
Abdomen 
Musculo/skeletal 
Neuro/mental 
(Maintenance 
I&Q 
Assimilation/elimination 
COMMUNICATION 
Nursing care plans 
Recording 
Nursing process 
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NURSING ARTS 
LEVEL III - SICKNESS 
BASIC 
SKIN INTEGRITY 
Describe care 
Decubitus 
SPECIMENS 
Collecting/testing 
S/A/C&S/guiac 
Sputum 
pre-post op 
Crutch walking cane, 
Walker, w/c 
Cast care / Art. limbs 
Traction 
Catheterization: 
foley, straight 
Illeostomy 
Nephrostomy/SP 
Texas cath 
MEDICATIONS 
IV-Hep-Lock 
Intradermal 
Topical-hyperal 
OXYGENATION 
Trach care -endotrach 
Nasal - suctioning 
Chest tubes 
ASSIMILATION/ELIMINATION 
N/G insertion/care 
Cantor, MA, G, T Tubes 
Salem sump -Blakemore 
ADVANCED 
Therapeutic communication 
Blood transfusions 
CVP -A - Lines 
Respirators 
DIALYSIS 
Hemo, peritoneal 
EKG 
Burn therapy 
ASSESSMENT 
NNH 
HEENT 
Cardio -respiratory 
Abdomen 
Musculo/skeletal 
Neuro/mental 
(Pathology) 
ASSIMILATION/ELIMINATION 
Assessment/calculation of 
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WORCESTER STATE COLLEGE 
DEPARTMENT OF NURSING 
GUIDELINES F£R COLLECTING FAMILY DATA BASE 
I. THE HOME 
Growth & Development Protection 
By seeing patients outside of the atypical environment 
of the hospital and clinic you will have an opportunity 
to see individuals in their natural habits, their 
homes, their "real worlds". Understanding the home is 
important in understanding the health problem, for it 
is generally in the home that the person gets sick and 
it is in the home that he hopes to get well. What 
factors in the home contribute to or cause his illness, 
retard his getting well, or aggravate his condition? 
Does the family own the home, are they buying it, or 
are they renting? 
How long has the family lived in the home? Where did 
they live previously? How many times have they moved 
within the past five years? 
What is the neighborhood like? 
compare to the neighborhood? 
How does the home 
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What household resources are available? 
Automobile 
Air conditioner 
Cooking stove 
Electricity 
Food freezer 
Gas 
indoor toilet, 
newspaper 
magazines 
radio 
record player, 
refrigeration 
running water 
telephone 
television 
washing mach. 
window screens 
Soc.iaJ- Economic 
In the event of a major illness or injury, how would 
the family meet the costs of treatment and/or loss of 
income? 
Ventilation, light, warmth 
What is the source of heating? Is it adequate? Safe? 
How adequate are the lighting and ventilation? 
Hvaiene/Sanitation 
What is the source of water? 
How is the problem of sewage and waste disposal solved? 
Sewer 
Septic tank or cesspool 
Nutrition 
Does the family have a garden? 
Do they freeze or preserve foods? 
Are there any animals around the house? 
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Hygiene/Sanitation Protection 
What are the potential sources for accidents in and 
around the home? 
What are your general impressions of the adequacy of 
the home? 
(consider size, state of repair, accessibility, etc.) 
Protection. Ventilation Comfort 
Is the homemaker doing as much as possible to make the 
home adequate? 
How could improvements be made? 
Prpteqtipp 
What factors in the home would influence your treatment 
of a patient who might have suffered a recent heart 
attack or crippling injury? 
Hygiene 
How does the home influence your treatment of a person 
with a contagious disease? 
Protection 
How practical would a recommendation of extended bed 
rest be for a person in this home? 
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II. ECONOMIC FACTORS 
Z§Y£llo-££ci&l, cultural 
What are the source of income for the 
(Possibilities might be full-time employment, 
employment, public assistance, social 
veteran's benefits, retirement, etc.) 
family? 
part-time 
security. 
Psycho-social cultural 
How adequate is the income for meeting the family's 
needs? 
Does the family have any major debts or special 
financial responsibilities? 
How are they meeting their medical needs? 
(Possibilities might be - out of their own pocket, 
relying on family or friends, borrowing, private 
medical insurance, medicaid, social security, employer, 
etc.) 
In the event of a major illness, how would the family 
meet the costs or treatment and/or loss of income? 
Do finances appear to be a major factor in this family 
getting adequate medical care? Comment. 
Comment on the possible correlation of this family's 
income and its status. Is there any correlation? 
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III. NUTRITION 
Nutrition 
Are there any members of the family with special food 
problems, needs or pecularities? 
Are there adequate facilities for storing, preparing 
and serving food? 
What is the family's primary source for their groceries 
and household supplies? 
Discuss the typical daily meals. Is the diet adequate? 
Do you believe that the homemaker is doing as much as 
possible to use the food resources available? How can 
you help her improve this situation? 
How realistic would a recommendation for a special diet 
be in light of the circumstances? 
IV. HEALTH STUDIES 
Hygiene Sanitation 
Are there any family members ill at the present time? 
Under treatment? 
Are there any infectious disease present in the home? 
Under treatment? 
What type of chronic illnesses are present? Under 
treatment? 
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Protection 
Have there been any serious injuries? Describe problem 
and treatment? 
Growth & Development 
Are there any genetic or familial problems present? 
Describe. 
Protection 
How might this family benefit from rehabilitative 
services? 
Psycho - social/Cultural 
Does the family have a primary physician? Who? How 
far away? 
How accessible is medical care? 
What community health agencies are utilized by the 
family? 
Growth and Development 
Explore the prenatal, delivery and infant care history 
for each child if appropriate. (Important areas you 
will want to cover will be the availability of 
resources, the effective use what is available, 
attitudes related to child-bearing, etc.) 
Protection 
How far are they from a hospital? 
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EgyghQSQcial/Cultural/Spiritual 
What impact would the hospitalization of a family 
member have on this unit? Are there religious beliefs 
and practices which could be important to this family. 
Protection 
Could any of the family members benefit from extended 
care services? How accessible are services of these 
types? (Nursing homes, chronic disease hospitals, 
etc.) 
Protection 
What does the family do for dental care? Is the water 
fluoricated? Is there a fluoridation rinse program in 
the school? 
Growth & Development 
Have the family members had their wision and hearing 
tested? 
Protection 
What is the immunity level of the family? Specify 
which members are immunized and for what? Where do 
family members go for their shots? 
Reparation 
Does the family use other healers? ("rub doctors", 
faith healers, home remedies, midwives, etc.) 
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Protection 
How could the health problems manifested in the home 
have been prevented? what factors impeded this 
prevention? (Possible considerations might be values, 
ignorance, environment, finances, availability and 
accessibility of services, etc.) 
V. HEALTH RESOURCE KNOWLEDGE AND UTILIZATION 
Protection 
In the event of a crisis where would this family turn 
for help? 
Psvchosocial/Cultural 
Which health and social agencies are being used by the 
family? (Public assistance, the health department, 
private social agencies. War on Poverty Programs, etc.) 
What are your impressions as to the family's knowledge 
and effective use of resources in the area? 
Psvchosocial/Cultural 
In light of the resources available in the area, what 
types of referrals might be in order? 
Social 
In an ideal situation, what types of agencies, 
services, programs, and allied health personnel might 
be used to assist you in your helping this family reach 
optimal functioning? 
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Psychosocial/cultural 
What are your impressions as to this family's capacity 
to make realistic plans for meeting its needs? 
Could you forsee any problems relating to this family's 
inability to follow through on recommendations? What 
would you do in the way of heading off such a problem? 
What would be your disposition of this case? What is 
your prognosis? (Consider medical, emotional, and 
social factors.) 
Has the study of this family demonstrated any service 
gaps in the community's provision of health care and 
social services? 
Other comments: 
APPENDIX C 
COURSE OBJECTIVES FOR NURSING SCIENCE II 
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NURSING SCIENCE II 
COURSE OBJECTIVES 
LEVEL II Incorporates knowledge from the natural and 
social sciences, the humanities and nursing 
to the study and practice of professional 
nursing. 
Nursing Science II 
Applies knowledge from the natural sciences, 
the humanities and nursing in terms of 
human-environmental integration. 
- Describes physiological bases of health, 
prevention and maintenance 
- Describes psycho - social - cultural - 
spiritual bases of health, prevention 
and maintenance 
- Identifies relationships between data 
from physiological environment with 
data from psycho - social - cultural - 
spiritual environment 
- Relates data to established norms 
- Values the individuality of the person 
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- Develops rationale for action based 
upon knowledge from supporting 
disciplines 
2. LEVEL II Analyses variables affecting human - 
environmental integration 
Nursing II 
Examines health behavior of person as he 
strives to maintain human - environmental 
integration 
- Identifies the person as a member of a 
family and a community which has its 
own cultural, spiritual and ethnic 
identity. 
- Collects data which includes the 
consumer's perception of and 
satisfaction with his health status. 
- Separates personal health orientation 
from that of the client's. 
- Identifies the client's capabilities 
and limitations 
- Encourages individual to make 
decisions relative to health actions 
- Validates individuals perceptions 
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“ Plans visit content considering 
individual/family needs, attitudes and 
values. 
3. LEVEL XX Analyses the effectiveness of nursing process 
to maximize human-environmental integration. 
Nursing II 
Applies the nursing process to maximize 
human-environmental integration. 
- Makes nursing diagnoses based on data 
collection. 
- Respects the decision of the individual. 
- Differentiates between short term and 
long term goals. 
- Prioritizes goals in collaboration 
with the individual. 
- Writes assessments which reflect the 
status of human-environmental 
integration. 
- Develops nursing plans which reflect 
mutually identified preventative and 
maintenance goals. 
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- Intervenes appropriately in order to 
accomplish short term goals. 
- Intervenes appropriately in order to 
accomplish long term goals. 
- Documents progress toward goal 
achievement. 
- Evaluates individual's responses to 
nursing intervention. 
4. LEVEL II Analyzes the effectiveness of leadership 
behavior. 
Bm_sing ii 
Utilizes leadership processes to achieve 
health care goals relative to prevention and 
maintenance. 
- Demonstrates initiative with individual 
in mutually identifying preventative and 
maintenance goals. 
- Gains cooperation of others in providing 
health care to individuals. 
- Examines effectiveness of nursing 
behaviors in terms of leadership. 
- Collaborates with appropriate health 
care providers 
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Recognizes that the same goals can be 
achieved by varying means. 
- Examines organizational structure. 
** Examines organizational processes. 
5. LEVEL IX Demonstrates individual responsibility, 
accountability and ethical decision making 
within the profession of nursing. 
Nursing II 
Utilizes established standards to guide 
nursing practice. 
- Effects a contractual agreement with 
assigned families. 
- Evaluate's the quality of one's own 
performance. 
- Assumes responsibility for nursing 
action. 
- Examines legal and ethical issues 
related to nursing practice. 
- Utilizes supervision and consultation 
appropriately. 
6. LEVEL II Analyzes the reciprocal relationship between 
nursing theory and nursing practice. 
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Nursing H 
Identifies the relationship of theoretical 
frameworks to nursing practice. 
- Describes concepts of prevention and 
maintenance inherent in selected 
theories. 
- Utilizes Nightingale's theory in 
assessing individuals and families 
supported by: adaption 
stress 
need 
7. LEVEL II Analyzes the relationship of nursing research 
to nursing practice. 
Nursing II 
Examines the relationship of nursing research 
to nursing practice. 
- Identifies health needs in relation to 
the environment. 
- Integrates research based concepts of 
prevention and maintenance into nursing 
practice. 
- Poses appropriate questions related to 
nursing actions 
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8. LEVEL II Analyzes the components of communication as 
they relate to professional nursing. 
Nursing II 
Utilizes appropriate communication skills. 
(Enters client interactions regarding 
reporting and recording). 
- Interprets the meaning of non-verbal 
behavior. 
- Analyzes the content of verbal 
communication. 
- Communicates effectively in relation 
to prevention and maintenance. 
- Articulates needs that are identified 
through communication. 
- Writes organized reports in prescribed 
formats. 
- Discriminates between data that may be 
recorded or must be immediately 
reported. 
9. LEVEL II Analyzes priciples 
as they relate 
practice. 
of teaching and learning 
to professional nursing 
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Nursing H 
Utilizes appropriate principles of teaching 
and learning in client interactions. 
- Assesses the individual's readiness to 
learn. 
- Develops a teaching plan. 
- Establishes measurable, short and long 
term goals relating to prevention and 
maintenance. 
10. LEVEL II Analyzes historical trends and patterns that 
influence professional nursing practice. 
Nursing II 
Examines the relationship of historical 
trends and patterns to nursing practice. 
- Identifies economic factors that 
influence access to health care. 
- Examines the effect of the political 
process on health care. 
- Examines social influences that effect 
the delivery of health care. 
APPENDIX D 
LECTURE OUTLINE AND LEARNING ACTIVITIES 
FOR THE CONCEPT OF POLLUTION 
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CONCEPT - POLLUTION - EFFECTS ON HUMAN-ENVIRONMENTAL 
INTEGRATION 
CLASS OBJECTIVES 
- Utilizes knowledge from the natural sciences and 
nursing to identify potential pollutants in the 
environment. 
- Examines the health practices of the person as he 
strives to maintain health in today's high-tech 
world. 
- Applies the nursing process to maximize human 
environmental integration. 
- Selects appropriate teaching/learning strategies to 
promote the reparative process. 
- Utilize leadership behavior in dealing with potential 
pollution problems. 
- Recognizes the possibilities for nursing research as 
a result of applied nursing science related to the 
causes and effects of environmental pollution. 
- Examines the historical trends in nursing history in 
dealing with environmental pollution; utilizes this 
knowledge in further developing nursing practice. 
Learning Activities 
lecture/discussion - 
4 hours 
film strip (Pollution) 
Lab - Visual imagery 
massage, 
therapeutic touch 
Assessment of skin, hair 
nails 
Assignment 
A case study - a family 
member with skin cancer 
Read: Coping with Cancer 
nutritional support in 
cancer 
POLLUTION - 
(PREVENTION) 
I Disease as the Reparative Proqess 
- Interrelationship of person/environment 
- Historical patterns/trends - nursing practice 
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II I3gptjficatipn Ql Environmental Pollutants 
- Radiation (nuclear, sunlight, ultra-violet) 
- Chemical (pesticides, gaseous) 
- Hazardous waste 
- Acid rain 
- Drug abuse 
- Life style (smoking, drinking, preservatives) 
- Contamination of food chain 
III Eff.ects qu pgpscp a.nd human-environmental integration 
- Depression of immune system 
Thymus gland 
T - cell 
B - cell 
- Alterations in genetic code 
Disease 
iv QgRgej: as a disease across lifespan 
- Children (leukemia) 
- Adolescent (testicular) 
- Adults (general systems - skin cancer) 
- Etiology ? Viral 
? Environmental, genetic 
V The Nursing Process -> Reparative Process and 
Prevention 
- Health beliefs 
- Health practices 
- Identification of risk factors 
- Teaching/learning - behavior modification 
MAINTENANCE 
1 Protection - Comfort - Rest - Activity 
- Pain - control (drug. Holistic) 
- Rest - activity - home - hospital 
- Drug therapy (absorption, metabolism, excretion, 
side effects) 
2 Nutrition/Assimilation 
- Foods easily assimilated and tolerated 
- Foods rich in A, C, E, B complex, selenium 
3 Elimination 
- Skin, hair, nails 
- Kidneys 
- Respiratory 
- Effects of chemotherapy on 
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4 Circulation 
Assess Bp, P. peripheral vascular, heart 
- Effects of exercise on 
- Effects of drug therapy on 
5 Communications (Sensory-motor) 
- Assess neuro signs 
Perceptual, sensory impairment _> to drug 
therapy, cancer 
6 Hygiene - Sanitation 
Protection of immune system while on 
chemotherapy 
- Skin, hair, nails, oral 
- Home environment 
7 Personhood 
- Assess level, expected, observed 
- Issues related to disease or treatment 
8 Ventilation-Light-Warmth 
- Optimal for healing 
- Prevent further depression of immune system 
9 Sexuality/Intimacy 
- Effects of disease on 
- Effects of chemotherapy on 
- Issues related to 
10 Psvcho-Social-Cultura1-Spiritual 
- Developing trusting relationships 
- Self-image 
- Relationship with family friends 
- Employment 
- Spiritual meaning, support systems 
Leadership - Nursing role in . 
VNA 
Hospice Care 
Support groups 
American Cancer Society 
Ostomy 
Reach to recovery 
Leukemia Association 
Regeflcci?. 
- Visual imagery and cancer therapy 
- Vitamins C, E in controling hair loss 
- Effects of therapeutic touch on... 
- Identification of risk factors - correlation 
with cancer 
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WORCESTER STATE COLLEGE 
DEPARTMENT OF NURSING 
STUDENT'S EVALUATION QF COURSE 
COURSE_ DATE 
INSTRUCTOR_ 
Please complete this course evaluation by rating each item 
below according to the following scale: 
a. strongly agree c. disagree e. not applicable 
b. agree d. strongly disagree 
A B C D E 
The philosophy and conceptual framework 
of WSC Department of Nursing were 
evident in objectives of this course. 1. _ 
The course objectives were congruent 
with the program objectives. 2. - 
The objectives were made clear at the 
beginning of the course. 3. - 
The objectives were helpful in giving 
directions to study and in giving unity 
and structure to the course. 4. —-- 
Course policies (e.g. evaluation, 
required activities, options, due dates) 
were clearly defined. - 
Evaluation procedures were consistent 
with course objectives. -— 
The course as a whole was planned and 
organized well. '--- 
A syllabus or course outline was 
available and generally followed 
throughout the semester. - 
Student's responsibilities in the course 
were defined at the beginning of the ^ 
course. * 
Outside assigned readings were pertinent 
and added to knowledge base. iU* -- 
STUDENT1 £ EVALUATION QF COURSE (continued) 
Audio-visual materials were beneficial 
in understanding concepts presented in 
the course. 
Laboratory experiences (if included) 
were well planned. 12. 
Laboratory experiences were in keeping 
with the objectives of the course. 13. 
Laboratory experiences were beneficial 
in establishing competencies demanded 
of a baccalaureate nurse. 14. 
The amount of work required for this 
course was appropriate for the credit 
allocation. 15. 
Examinations (if included) were 
appropriate to the material assigned 
in and out of class. 16. 
Written paper(s) was (were) in keeping 
with the objectives of the course. 17. 
The following content threads were apparent: 
Person 18. _ 
Environment 19.  
Health-Illness 20. _ 
Nursing 21.  
The Reparative Process 22. _ 
Please add any additional comments on the items listed 
below: 
Course content: 23. - 
Course requirements: 24. 
Any other comments: 25 
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